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FOREWORD 



The National Health Service came into existence on 5th July 1948 under the 
provisions of the National Health Service Act 1946. 

Twenty years later, the Rt. Hon Kenneth Robinson, M.P., then Minister of 
Health, held a two-day conference in Church House, Westminster, London, S. W. 1 . 
The purpose of the conference was not only to mark a notable anniversary, but 
also, more importantly, to help to shape and fit the Service for the tasks ahead. 
The Minister’s final words to the conference were “forward to the 1970s”. 

Seven papers were presented to the conference and are reproduced in this 
report together with a summary of the points made in the discussion which 
followed each paper. About 300 persons attended the conference, representing 
the very many who will have an important part to play in the future of the 
National Health Service. 

This report has been produced so that discussion of the papers can continue 
in a wider forum with discussion on the proposals for the revision of the 
administrative structure of the National Health Service. 
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INTRODUCTION 

The Rt. Hon. Kenneth Robinson, M.P., Minister of Health 

The members of the conference were welcomed by Mr. Robinson. He said 
that those present had come from the hospital service, the family practitioner 
and local authority services, the academic world and a variety of voluntary 
organisations. A very wide range of interests was represented and all of them 
would be focussed on the interests of the patient. The conference was intended 
to be forward looking and to direct itself to the tasks ahead. It was right that the 
energies of the conference should be directed in this way because what was said 
at the conference would complement the discussions on tentative proposals for 
the revision of the administrative structure of the National Health Service 
which were very soon to be published in the form of a Green Paper. 1 At the same 
time it was right that the effort and devotion put into the National Health 
Service by many thousands of people over the past twenty years should be 
recognised. The country owed these people its gratitude. 

Mr. Robinson recalled that in 1948 the Minister of Health was the late 
Aneurin Bevan and it was especially fitting that the opening address at the con- 
ference should be given by his widow, Miss Jennie Lee. 



1 Published by H.M.S.O. on 23rd July 1968. “The Administrative Structure of the Medical 
and Related Services in England and Wales”. 
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OPENING ADDRESS 



The Rt. Hon. Jennie Lee, M.P., 

Minis ter of State, Department of Education and Science 

It is a good rule in public life not to talk to an audience that knows a great deal 
more than you know yourself. I am very conscious of the fact that you are here 
because you have a history of service and enormous expertise covering every 
field of the National Health Service. As you know, my time and my energies are 
spent in other directions. I keep a weather eye open for some of your main 
decisions. I am always delighted if I think that your Minister is getting enough 
of his own way with his colleagues when he goes asking for cash. I am always 
ready to console him if I think perhaps he ought to have had a bit more; but 
that is very much on the side. 

You have been gracious enough to invite me here because you know that 
when the Health Service was being initiated I was in the heart of the struggle; 
I knew every nuance, every move, inside and outside; I knew where the allies 
were; I knew where the opposition was. It is proper that we should keep look- 
ing ahead, not looking backwards. But we do not know where we are going 
unless we know where we have come from. 

Of course. Health Service in this country did not begin in the year 1948. Many 
of us have associations with the between-the-wars Health Service; a great patch- 
work, a good deal of good intentions, a great deal of inadequacies. I was always 
very proud of the fact that in the Fife coalfield it was my grandfather who 
collected twopence a time from the men at the end of the week to pay for their 
own doctor. That was their own self-help and their own Health Service in those 
far off days. We all have memories and associations with the beginnings and 
what we did in a patchwork atmosphere. 

But when the Second World War came its suffering and sacrifices gave us a 
family feeling; we were fighting Hitler together. In that atmosphere the National 
Government in the year 1943 declared its acceptance of the assumption that a 
comprehensive Health Service for all purposes and all people should be estab- 
lished. That was part of the “grand folly” of a moment in the War when we had 
no objective evidence to justify our belief that we were going to defeat Hitler. 
This goes back to 1943. Our cities were being blitzed; our industries were being 
disorganised in order that they should provide the munitions that could not 
come across the Atlantic because of the sinkings. In that atmosphere we were 
essentially saying that we had a faith to fight for and that we wanted the world 
after 1945 to be more just and more compassionate than it had been in the 
between-war years. So it was the National Government in 1943 that set out the 
first statement, and we know Lord Beveridge’s part in all this. But it was a 
Labour Government, and it was Aneurin Bevan who was the Minister in that 
Government, entrusted with carrying out this intention. I have here what were 
the intentions of the National Health Service Act. Perhaps it is quite useful that 
from the heat, the dust, and the arguments, from your preoccupation with day- 
to-day difficulties, we should just pause for a moment and see what was the basic 
philosophy. The dignity, the status, and the authority of the Health Service are 
rooted in its basic philosophy. If the philosophy goes, everything goes. 

As you know, that philosophy was that we should pay when we were well in 
order that when illness came, irrespective of age, sex, colour, circumstance, we 
should have the full panoply of medical knowledge at our service. That was the 
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spirit of war-time Britain. That was our faith and our pnde m one another. This 
is what we set out to do. So by the time the Act is formulated we say no un- 
necessary uprooting of established services; what was good should be preserved, 
adapted extended, and moulded together and incorporated in a comprehensive 
organisation. We said this was to ensure that everybody in the country irres- 
pective of means, age, sex, or occupation should have equal opportunity to 
benefit from the best and most up-to-date medical and allied services available. 
We were going to provide for all who wanted a comprehensive service covering 
every branch of medical and allied activity, and we were to encourage the 
provision of early advice and the prevention, not merely the treatment, of ill 

health. That still stands. - 

Our acceptance of total responsibility for a full range of health facilities for 
all the people was the essential first step in forming new patterns of service, 
blending care at hospital, care at home, linking the work of the family doctor 
with the help of the home nurse, the health visitor, the midwife, and the medical 

officer of health. . 

Now Mr. Minister, I come to the part where you are involved because now 
we say that these new patterns have in turn put strains upon the administrative 
structure. This is under review and of course this will be discussed on a later 
occasion. I know that I am telling you facts of which you are already well aware, 
but if we have got to get this in its proper philosophical and historical setting 
and against all the current criticisms of the Health Service and of your individual 
and collective contributions to it, it is well for it to be more widely known that 
at the present day we are now treating over 70% more in-patients per year in 
our hospitals than in 1949; and we are doing that with very little change m the 
number of beds and with over 25% more out-patients. That is quite something. 

We have achieved large increases in numbers of doctors and nurses. We do 
not have enough. We know all the problems. I had nine days in hospital in the 
middle of winter, and I am an expert on what the young nurses feel that they 
ought to have; I agree with them. I know quite a lot about the young doctors 
and what their problems are. But nevertheless with all the difficulties and with 
all the shortcomings, we have many more nurses and doctors in the Service. 

On the domestic front, domestic help is looking after three times as many 
people at home as in 1945 and about half as many again are attended by home 
nurses- and, very important, in recent times there are over six times as many 
training centres for the mentally subnormal as formerly. If you want to be fair 
about the Health Service, you have to consider that with a relatively small 
increase in doctors and nurses compared with the need, all this additional service 
is being given. When we come to the total figures, I see that 700,000 people are 
now being employed; when it was introduced the total number was 340,000. 

It is good for us to begin on a positive note of this kind but my contribution, 
if any is perhaps to remind you that nothing worth while is either begun or 
sustained without immense effort. We knew what we wanted to do after the 
War but you have to pay for welfare as well as for warfare and, of course, we 
had lost so much during the War. All over the world people looked amazed. 
They observed this incredible island; it ought to have been brought to its knees 
during the War; it was not; there it was. It was planning a Service which wealthier 
neighbours like America said they could not afford. I cut out the word free 
Health Service because nothing could be more absurd; it is not a free Health 

Se Qn? of the problems— and this is a moral and social problem as well as an 
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economic problem — is how the Health Service has to be paid for. I am not 
going to intervene, I am not qualified to do so, in any of the immediate dis- 
cussions that are going on, but if we are concerned with the philosophy of the 
Health Service there was never any doubt at all about it that we wanted the cost 
of it to be totally paid for by the Exchequer in the same way as defence and 
other great national services. But Aneurin Bevan did not get all his own way; no 
Minister does, not even me. We all try; we do our best; but at the end of the 
day you have got to see just how much progress you can make. There are other 
needs; there are other priorities. And so, of course, there is a certain resentment 
in Britain today; you will find that if you go around the factories and industrial 
quarters. They say; “Good gracious, we pay for the Health Service as taxpayers; 
we pay insurance every week”; 3/10 altogether— 3/2 for the men and 8d. for 
the employer; 3/2 for the women, with 2/6 deducted from women and 1/7 from 
juveniles. Then they know from local taxation they pay half the cost of local 
health and welfare services. The total cost now is £1,494 million. So that we are 
up against here a problem in priorities. 

I was very much impressed by hearing some very splendid American friends 
say: “We made a mistake after the Second World War. We came out of it in 
very comfortable economic circumstances, not realising that if you leave con- 
siderable numbers of your young under-educated, under-doctored, badly 
housed, you are going to have an explosion.” It is not for us to interfere in the 
affairs of any other country, but if we are counting what a great Service costs 
we have also to count the cost of not providing certain services. It is a bene- 
diction when you see a well cared for young mother and her child; when you 
know that we are feeding babies before they are bom; when we know we have 
the most vital younger generation we have ever had; when we know that we are 
showing more tenderness and more concern for the mentally sick than ever we 
have shown before. 

I believe in my country being ambitious. I want us to continue to be the trend 
setters and the pace makers, and I am sure we can do it. Later on in your dis- 
cussions you will be concerning yourselves not only with the over-all economics 
but the over-all organisation of the Health Service. One of the last jobs that 
Aneurin Bevan did was a broad plan for the reconstruction of local government. 
He believed that at some time we would have to look into the problem of 
whether the Health Service should be sustained by elected or selected repre- 
sentatives. This is a very difficult problem; there are problems on both sides. 
The Minister does not know all the people he selects; he is at the mercy of his 
advisers; and of course he has splendid advisers. But after all the splendour of 
their advice, he is still left with a certain amount of muttering in the background 
that perhaps the representation on some regional council or hospital co mm ittee 
is not as broadly representative as it should be. 

Aneurin Bevan did not think that local government as it was when the Health 
Service was introduced could have taken the main brunt of finding the repre- 
sentatives, but he did visualise — and I think this will come one day — that when 
we have a complete reorganisation and larger units of local government that is 
one of the problems that will have to be looked at. But, again, it is not for me to 
go further into this than simply to say to you that above all when the Health 
Service was being fashioned Nye was impressed by the number of people who 
gave their devoted service irrespective of party politics, irrespective of social 
background. 

We had one acquaintance who was a great naval power in the War; I shall 
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not be more specific than that He could not believe that he was still going 
to be in charge of his own hospital; he believed what he read in the papers. 
He was so delighted to feel that this was still in his charge. 

You will also remember that in those days there was a very, very fierce public 
controversy; you may remember some of the cartoons of that tune. In some 
parts of the world power politics mean torture, exile, every kind of intimidation. 

In our kind of society it is character assassination. That word has become 
fashionable again. Looking at some of the old caricatures, Nye, the Minister, 
was presented as an uncouth, loud-mouthed, vulgar demagogue. Nye relished 
the fact that when he was in actual contact with his hospitals and at conferences 
the contrast between what he was supposed to be and what he actually was gave 
him a little unfair advantage over some of his critics. 

He used to chuckle with delight when he would get a request from some 
doctors’ association saying they wanted an assurance from the Minister that 
there would be no political interference between patient and doctor, and that they 
would not become civil servants. He was delighted because he had never any 
intention they should. There are times when you can turn some of the attacks 
made on a great service into an asset if you know how to do this job. The ; fact 
was that you could not get a Service of this kind operating unless you had the 
co-operation of the people in the Civil Service, the people in the hospitals, and 
the people in the regional associations, together with the great specialists. 

I remember the fight to get teaching hospitals included; that was another 
compromise as some of you know; I can see some smiles; one day you will be 
told the full story. Of course, you can be an impossibhst m pubhc life, you can 
say you want everything; Nye had a phrase for it. He would mutter under his 
breath in moments of supreme exasperation with lmpossiblists pure the 
* * * * but impotent”. You have got to fight with all your might for the things 
von believe in But at certain points of time there are the moments when you 
Low that if you are going to do anything at all that is positive and constructive, 

vou have to make the best of the most conceded to you. 

We had to get our wage and cost specialists in; and we did. We had to make 
concessions about pay beds; and we did. Nye believed in the amenity bed. But 
his faith was that in time we would have the co-operation of our doctors 
surgeons, and specialists in every field because they would see how wonderful it 
was to have a Health Service that the whole world could admire which made no 
distinction between rich and poor, where you were not disadvantaged b^ause 
you were poor and advantaged because you were nch, because by being rich you 
could not get anything better than was already being given We all know that 
the main ward of one of our great general hospitals is much better than a comer 
in some private place. I shall say no more. 

Forgive me if I have talked too long. Thank you for asking me here. It would 
be imjSrtinent on my part to infringe on many of your contemporaij problems; 
but I am very conscious of the great army of men and women who do so much. 
And because so many do so much on a voluntary basis, the administrative costs 
of the Health Service are incomparably less than the administrative costs of 
manv of our great businesses. 

In spite of all the dust, the struggles and frustrations, and all the sectional 
interests clamouring quite properly to be looked after more adequately letus, 
20 years after its beginning, be glad if we have played any part at all m establish- 
ing and sustaining this great Service, and let us look forward in the not too 
distant future to seeing the very highest of its hopes fully realised. 
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Session 1 

Changing Medical Needs 



Professor W. J. H. Butterfield, O.B.E., 

Professor of Medicine, Guy’s Hospital 

Introduction 

All of us will be casting our minds back to the time when the Beveridge Report 
was published. It found me a medical student at Johns Hopkins in the States 
and I certainly did not imagine in my wildest dreams of glory the honour and 
responsibility which falls on me today, following the Minister of State, Educa- 
tion and Science, the widow of the great Aneurin Bevan, of whom a friend on 
the Wall Street Journal once said to me — “He’s the most damned charming 
politician in the land; I say damned because I’m a Republican!” 

The Beveridge Report caused a stir in America and we “exiled” young 
Britons were proud of its attempt to find a rational solution to the basic fact 
that there was much more illness among the poor, who didn’t have the money 
to meet their health and medical needs. Liberal Americans of those days were 
very sympathetic towards the Report and indicated that they would watch our 
Health Service: its success would speed the introduction of similar legislation in 
their country. 

Since 1948, and particularly lately, I personally don’t think we’ve done our- 
selves full justice over the National Health Service. The extent to which it is 
appreciated by the populace has not been spelled out with sufficient clarity to 
convince the hard core opposition to so called socialized medicine in countries 
like the United States, though as you well know, legislation has been recently 
enacted there to bring medical care to the new poor in inflationary economies, 
the elderly. 

Why hasn’t everyone wanted to take the National Health Service Act as a 
model for their own legislation? Apart from obvious opposition groups who 
were anxious to denigrate any improvements for sectional interests, I would like 
to submit that our success has been hard to recognise for various reasons to be 
discussed in more detail presently. 

Firstly, the National Health Service has been established during the rigors of 
post-war economy, which has been demanding us to take a new view of our role 
in the world. Compared to the States, money has been woefully short. And 
being established among, I won’t say in competition with, many other social 
and economic developments has made it particularly difficult to isolate, measure 
or validate our progress. If we try to take too much credit for the National 
Health Service for improved health, we will only miff other groups who have 
been contributing to improved conditions, the architects and building con- 
tractors, the agriculturists, fishermen and nutritionists, safety officers and so on. 
We should take pride and satisfaction from being part of the country’s whole 
success in rebuilding itself since World War II. 

There has been, then, a great exchange of ideas, resources and techniques 
between the Health Services and society generally. I hope to show examples 
briefly, such as atomic weapons stimulating the use of isotopes for medical 
research, and so on. Such technical developments used by the medical pro- 
fession are world-wide in origin. But we should also resist any suggestion that 
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the National Health Service successes are due entirely to overseas research! The 
Minister’s address is Alexander Fleming House and it was Fleming s discovery 
of penicillin that started the American search for new antibiotics in earth samples 
collected from all corners of the world! These antibiotics, and many other things, 
have had a profound effect in changing medical needs. 

Changing Needs . 

What are needs? It has been defined as a condition in which something im- 
portant is lacking”, or “requiring some extraneous aid or addition”, or a 
“necessity arising from facts and circumstances of a case”. So changing needs 
will be considered here as the consequences of new facts and circumstances 
arising in the twenty years since the National Health Service was inaugurated. 

At the outset in 1948 there was an urgent demand for medical care to deal 
with many diseases of poverty — such as hernias, infectious diseases, poor 
teeth, etc. The main changes which have affected our view of medical needs since 
are concerned with: the population, its size, age structure and the effects of 
immigration, the social changes going on alongside medical developments— 
such as housing improvements, educational changes, road building and the 
technological innovations such as “ersatz” wartime objects which paved the 
way to the plastics industry. The original situation has given way in large part 
to new needs, many of which can be attributable not so much to poverty, but 
ignorance— that is, not realising that smoking aggravates bronchitis and is 
associated with a risk of lung cancer, that speed kills and maims, that obesity 
predisposes to hypertension and diabetes, that corsets may cause varicose veins 

and so on. , , 

It is important to stress that the developments going on m all these fields — 
social, technological and medical— are closely interwoven. We can be proud 
indeed of our contribution to research; it has been highly significant, as is 
witnessed by our numerous Nobel Laureates. But research has been inter- 
national and medicine has absorbed useful advances irrespective of the country 
of origin in its attempt to improve the quality of medical care. How have these 
various effects interacted and changed medical needs? 

Population changes 

Regarding the population the main changes have been an increase m total 
numbers in Great Britain. For example for England and Wales the population 
rose between 1948 and 1967 from 43-5 million to 48-4 million (+10%). This 
associated with increased numbers of those age groups who require most 
medical attention, the young and the elderly— a rise between 1951 and 1966 
from 9-6 to 10-8 milli on in children 0-14, from 10-6 to 11-8 million in persons 
45-64, from 4-8 to 5-9 million for those over 65. There has also been large scale 
immigration first from Europe, then from the West Indies and most recently 
from Asia: in the 1951 census, some 1-0 million persons were born overseas, in 
1966 1-8 million. The new medical needs are clear, geriatrics and to a lesser 
extent the services needed by immigrants— see Table I, page 19. 



Social changes . 

Since the War, economic planning based on Keynesian principles has been 
associated with a great deal of social legislation. Major programmes for 
rehousing have been carried through by successive Governments. The total 
number of dwellings per 10 persons has risen steadily from 2*6 at the end of the 
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War to 3-3 today. At the same time the number of hospital beds has remained 
steady but nevertheless recent operational research suggests that many hospital 
patients could be treated as well at home — and in view of the expense of hospital 
in-patient treatment — each case costs £60 or more a week — the changing needs 
are clearly more domiciliary and out-patient care. 

Technological changes 

One cannot do proper justice to the technological developments which have 
so greatly improved potential medical care and made possible such strides as 
open heart surgery and complex metabolic and endocrinological investigations. 
But it is important to remember that the research which yielded the reviled 
atomic bomb also accelerated isotype developments and made them available 
for the study of individual metabolic pathways such as the incorporation of 
14 C-thymidine into DNA — and how, in this sort of painstaking way, it has been 
possible to assemble a picture of the complex biochemical processes in the cells 
of our bodies and understand the breakdown of carbohydrates, the synthesis of 
fatty acids and cholesterol, the production of energy in the mitochondria — and 
so on. Electronics and solid state physics have brought in the transistor and the 
computer, which is being used extensively in medical research to analyse data, 
and in medical administration for accounting, activity analysis, nurses’ rotas, 
innoculation programmes, etc. and plans are afoot to test the feasibility of 
computer record systems. Automation has provided various laboratory systems 
capable of performing a wide variety of biochemical estimations on blood and 
urine samples — and the plastics industry has provided the basis for cardiac 
catheters and pacemakers. 

Looking at the interactions between academic and medical research, it is not 
difficult, therefore, to trace the relationships between isotopes, chromatographic 
techniques, new forms of mathematical analysis, electronics and plastics on the 
one hand and medicine’s new knowledge about metabolism, protein structure 
and synthesis, immunology, DNA, RNA, viruses, spare-part and open heart 
surgery, intensive care and artificial kidneys. 

Intensive care 

All this co-operative research and development in the last 20 years has created 
changing needs by opening up completely new horizons of medical treatment. 
One can think of these as being largely at one end of the spectrum. (I like to 
think of them as the dazzlingly bright ultraviolet end of the visible spectrum, 
with its short wavelength, seering radiation!) Such newly available treatments 
are often intensive, expensive and very demanding of highly skilled medical, 
nursing and technical manpower. The sort of developments which fall into this 
group include transplant surgery and intensive care units for acute myocardial 
infarcts, or traffic accidents. The Times recently published a diagram showing 
the 35 spare parts available now. Deaths from traffic accidents for all ages have 
risen to 174 per million (1964), equivalent to 66% of accidental deaths, com- 
pletely replacing in our statistics old time deaths from drowning: the Royal 
Humane Society’s dream of a population able to swim has come true in our 
schools and swimming pools. It is ironical, however, that the same traffic deaths 
among reckless young people provide the healthy organs for the transplantation 
surgeon: among males aged 15-19 the death rate has risen since 1948 from 130 
to over 500 per million, about five times as high as for girls of the same age. 

Another group, much in the news, requiring expensive and intensive medical 
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care are the drug addicts, but although their load on the National Health Service 
to date has received a great deal of publicity, the numbers invo ved are for- 
tunately not yet large, 1,400 in 1966. This does not detract from ffie appalling 
rise in ^“non-therapeutic” addicts from 60 m 1958 to about 1,000 by 1966. 
There is a real risk that this social problem will become more demanding in 
future. 

Disease and the therapeutic revolution . , . 

We must now turn to look at the middle of the spectrum-the obvious 
diseases demanding car^-which in my analogy might be regarded as visible 
light. This group of diseases has been greatly altered by medical research and the 
therapeutic revolution. The extent of the therapeutic advance is exemplified 
well by comparing the numbers of medicines available to doctors in 1948 with 
today: for example, although streptomycin and P.A.S., which were to stem the 
toll of tuberculosis, and Aureomycin were just being tested in 1948 there was 
only one antibiotic generally available then, penicillin; now we have 33 We had 
one adrenal steroid, corticosterone in 1948, but since then cortisone has been 
developed and today we have 11 useful anti-inflammatory steroids. We had 
6 diuretics in 1948, the best, Mersalyl, requiring injections. Now we have 24, 
most of which are effective by mouth. We had no real medicines for hyper- 
tension or mental depression, but now there are 15 usefifl antihypertensives and 
18 antidepressives. We also have 7 new useful oral antidiabetics. One could go 
on, but the point has been made. Under the influence of these therapeutic 
advances, bacterial infections are vanishing and many cases with other diseases 
are now treatable. Doctors need much continuing education to keep abreast of 
the times— see Table II, page 19. Regrettably, iatrogenic disease does occur 
with some of these powerful therapeutic substances: ignorance is dangerous 

°It Isn’t difficult to trace the effects of these developments on medical needs 
since 1948 Innoculations have eradicated diptheria, the death rate for children 
(1-4 years) has fallen from 500 per million in 1941 to 11 per million in 1948, to 
less than 1 per million by 1953. The death rate from tuberculosis has fallen from 
some 500 per million in 1948 to about a tenth of this figure, improvements 
similar to those obtaining in the U.S.A., where over 10 times as much money 
is spent on medicine. The death rate from pneumonia, already falling with the 
introduction of the sulphonamides in the 1930s, has been reduced more rapidly, 
to 28 % of that which we would have expected by now. All this is not to say that 
acute infection has vanished completely. Bronchitis is still a serious problem, 
but it is in decline and even the childhood virus diseases, poliomyelitis and 
measles, are being brought under control. 



Changing patterns, from acute to chronic diseases 
By contrast, disability caused by the chronic degenerative and debilitating 
diseases seems to be increasing to a serious extent. The number of deaths and 
discharges due to arteriosclerotic heart disease in England and Wales has risen 
from less than 2,000 per million in 1948 to over 10,000 today. The number of 
diabetics in 1948 was some 100,000, today the figure is estimated at about 

1 million. _ ... 

One gets an even clearer picture of the national toll of these chronic diseases 
from a study of proportionate costs in the National Health Service. Thus, for 
1961, mental, psychoneurotic and personality disorders involved 16-2% of the 
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National Health Service expenditure: dental problems, 9-2%, respiratory 
diseases, 8-8%, cardiovascular diseases 8-4%, digestive diseases, 6-1%, injuries 
and accidents, 4-2% — and so on. 

Or if we look at the diseases affecting attendance at work, we find the mam 
ones causing lost working days (calculated per 1,000 persons insured per year) 
were, for men, bronchitis (1,600-2,000 days), arteriosclerosis and heart diseases 
(about 700), and for women, psychoneuroses (1,000-1,100), bronchitis (about 
1,000) and rheumatism (about 900). 

A final statistic which shows the change in emphasis of medical need from the 
old fevers to chronic debilitating disease comes from examining the expenditure 
by Local Authorities on mental disease; this has risen from £1-2 million in 1949 
to £20 million in 1966. 

Our thoughts are therefore moving out into the community and towards the 
other end of the spectrum which one might regard as the infra-red end, the long- 
wavelength radiation unseen but potentially very damaging. 

Latent disease in the community 

I refer, of course, to the hidden disease in our community uncovered by 
almost every epidemiological study where prevalence rates have usually 
exceeded those recorded in current statistics. The notion of the “clinical ice- 
berg” must be well known. It was introduced to give some indication of the 
discrepancy between our statistics for chronic disease and the prevalences 
recorded in epidemiological surveys. For example, the number of recognised 
cases of urinary infections among females over 15 was 420 per 1,000 in 1962, 
the total number was estimated as 830 per 1,000: the figures for hypertension for 
males over 45 were 170 per 1,000 and 620 per 1,000, for glaucoma 60 per 1,000 
and 340 per 1,000, for rheumatoid arthritis, 230 per 1,000 and 520 per 1,000, and 
so on. In each study, much latent disease has been found. 

In defence of the National Health Service, on its 20th anniversary it is im- 
portant to point out that exactly the same sort of finding has been made in the 
U.S.A. and Scandinavia. 

One might legitimately ask if this unrecognised disease represents a real 
change in medical need. I believe it does. For example, consider the difference 
between the obvious onset of the fevers of yester-year and the insidious onset of 
chronic disease like varicose veins, which currently usurp 6% of our surgical 
beds in hospitals, or indigestion, hypertension, anaemia or diabetes. One may 
depict the community as being in layers of health and sickness, with the healthy 
at the top, those persons in the early biochemical stages of illness next, shading 
into the persons with symptoms. Under the old dispensation of fevers, sufferers 
quickly sought help for their illness. But with the chronic illnesses of today 
there is no clear cut start. People may take no action for years out of ignorance, 
or cowardice, or stoicism. And if they do take action for their illness, they may 
prefer to make a self-diagnosis and treat themselves at the chemist’s shop rather 
than risk admission to hospital for investigations by going to their doctor! 

Symptoms, symptoms, symptoms, or perhaps no symptoms 

In a recent study of how people living around Guy’s Hospital obtained their 
primary medical care, we found that only 5% had no symptoms, but 19% had 
symptoms but took no action and that of the 76% who took action, over two- 
thirds preferred to treat themselves! These findings — coupled with the facts 
that the average number of symptoms suffered was 4-5 and that 20-40% of 
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previously unrecognised diabetics in the Bedford Survey did not have obvious 
diabetic symptoms— all help to explain why there is a clinical iceberg. People 
may not have the textbook symptoms, or they may not report them to the 
National Health Service because they are ignorant of their significance, or 
because they hope they will “go away”. 

To me, therefore, this end of the spectrum represents a potential tidal wave of 
demand for medical care, a wave currently being restrained partly by fear and 
ignorance, and partly by the wide range of across-the-counter remedies available 
in the chemists’ shops up and down the country — see Table III, page 20. 

The needs for health edncation, screening for priority, research and better 
management 

Since most of the chronic diseases can be attributed, at least in part, to 
maladaptations to civilisation, e.g. chronic bronchitis from smoke, or dusty 
work; lung cancer from tobacco and hypertension, anaemia, diabetes to over- 
indulgence of one sort or another, we must try to stem the tide of demand these 
chronic diseases are creating by a vigorous programme of health education 
coupled with better management of our resources. Screening for priorities, 
using automated laboratories to find the most needy, perhaps asymptomatic, 
cases for treatment is a possible step to help solve this problem, but it is a few 
years off yet. But unless some progress is made in these two directions, health 
education and screening, there is a very real risk that the proper care of the 
very sick may be swamped by the demand of chronic debilitating diseases. 

If I went back to Johns Hopkins now, what could I say? Firstly, pride. We 
can be proud that the National Health Service has at least kept up with the 
medical Joneses, Scandinavia and N. America, despite all our other national 
post-war demands. We have made useful contributions in all the fields of medical 
research. It is my prejudice that we now face new challenges and demands 
upon us ! 

The new challenge is planning the best use of our resources to ensure that the 
improved techniques available get to both ends of the spectrum — which has 
extended so much since 1948 so that it now includes transplanted kidneys for 
the renal cases at one end to automated laboratories, new therapeutic sub- 
stances, better welfare services or a research break-through to help in the 
detection or management of, say, the increasing numbers of blind elderly 
diabetics, at the other end. 

In summary, then, needs are changing rapidly. The medical and research 
attack on diseases attributable to poverty and bacterial infections must be 
switched to diseases of civilisation aggravated by ignorance and poverty. If we 
have the right attitude of mind, if we collect the basic information about the 
real health needs to form the basis for planning our goals and so our priorities, 
we can move on towards improved standards of community health which would 
more than justify the National Health Service to everyone. In fact, this is the way 
to stay ahead of the Joneses ! 
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Summary 

Changing needs defined 
1948 

Changes — Population 
Social 

Technological 
Research — Academic 
Therapeutic 

v Epidemiological 

Needs covering a much wider spectrum in 1968 



Table I 

Population Changes (England and Wales) 1948-1967 



1948 


1951 


1966 


1967 


43-5 






48-4(+10%) 


0-14 yrs. 


9-6 


10-8 


(+1'2) 


15-44 


18-7 


18-6 




45-64 


10-6 


11-8 


(+1'2) 


65+ 


4-8 


5-9 


(+1-D 


80+ 


•6 


TO 


(+'4) 


Bom overseas TO 


T8 


(+•8) 



Changing needs: Geriatrics 
Immigrants 



Table II 



Examples of Therapeutic 



Medicines available 
Antibiotics 
Corticosteroids ... 

Diuretics 

Antihypertensives 
Antidepressives ... 
Oral Antidiabetics 

Changing needs — 



Advances 

1948 
1 
1 
6 

(2) 

( 2 ) 

0 

more cases treatable 
medical education 
(Iatrogenic disease) 



1968 

33 

12 

24 

15 

18 

7 
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Table HI 



General Conclusions 

The Widening Spectrum of Need, 1948-1968 





Hidden Chronic 


Apparent 


Intensive 




Disease 


Disease 


Care 


1948 


Very little known 


+ 4" + 


Not possible 


1968 


Much recognised 


+ + 


Growing demand 


(Compare to Physical Spectrum) 


(ultraviolet light) 




(infra-red radiation) 


(visible light) 



* * * * 

Professor W. W. Holland of St. Thomas’ Hospital, opening the discussion on 
Professor Butterfield’s paper, said that there was a great need to distinguish 
between the two words “demand” and “need” in relation to the Health Services. 
The medical profession and others were increasing their demands for technical 
services, such as renal dialysis. At the same time there was an increased need 
for such services because, for example, patients with hypertension were surviving 
longer and exhibiting renal failure instead of dying from acute hypertensive 
failure. It was too easy to equate “demand” and “need”. What had to be con- 
sidered was what medical services or what medicine was really needed by the 
community and what should be done to satisfy these needs. 

It was not true to say that all who required medical services — i.e. “needed” 
them — in fact obtained them. In the past most disease had been acute and thus 
demand had been immediately overt. Nowadays it was very difficult to recognise 
when an individual really required to be treated. Most diseases which caused 
impairment and disability developed gradually; they only became evident after 
a period of time when usually no cure was possible. Thus demand was often 
occult and need often unrecognised. For example, with bronchitis the first stage 
was the smoker’s cough. Very few patients or individuals with this manifestation 
of the condition recognised that possibly they needed medical services. 

This led on to the problem of prevention of disease. With the acute diseases, 
prevention had been largely a community action. Outbreaks of diarrhoea could 
be prevented by improving the water supply. Most acute diseases were caused 
by one organism with perhaps one or two contributing factors, such as a bad 
water supply. The chronic diseases, however, generally involved a variety of 
different causal agents. No single agent was responsible for conditions such as 
coronary arterial disease, diabetes or cancer of the lung. No amount of com- 
munity action would help in preventing such conditions; it was largely an 
individual action. 

It was necessary to discover both the individual at most risk from the par- 
ticular agents known to cause the diseases and to distinguish the individual 
who had the first stages. For example, the cigarette was probably the major 
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single health hazard in 1968; but no amount of community action would prevent 
the individual from smoking. It was essential to find out how to distinguish the 
individual at greatest risk from smoking the cigarette, how to persuade him 
to stop smoking, and how to help him to do this. Similarly, individual action 
was required regarding diet and activity, two factors commonly implicated in 
diseases currently common. Efforts to persuade individuals to take individual 
action had failed miserably and epidemiological findings were not yet good at 
picking up individuals at greatest risk. 

A major problem was that of research into the education required for in- 
dividuals— who should be educated to take individual action which would 
prevent the development of demand and what the message to them should be. 

* * * * 

In the general discussion the need was stressed for hospitals to be responsive 
to the needs of the community. The specialist working in a highly equipped 
hospital and the general practitionerwho sees patients in theirown homes must be 
made to feel that they were both working to the same end. It is in the health 
centre that the new techniques of diagnosis and treatment can be focussed on the 
individual patient. The number of over 65s was increasing greatly. This was the 
group that was subject to chronic illness requiring long term continuing care. 
The hospital was not a suitable place for such care; it had to be given in the 
community. In place of a singlehanded general practitioner what was required 
was a group of general practitioners working with a team of helpers, pro- 
fessional, social and administrative. In the future a health centre should be “the 
laboratory of the community”; the hospital with its variety of specialists should 
be its tool. In addition the health centre must play an increasing role in medical 
teaching, demonstrating in particular how to meet changing medical needs. 

It was also pointed out that health was not simply absence of identifiable 
disease. There was a need to identify people who, for various reasons, could not 
cope with life. These people were “ill” in a much broader sense. They may or 
may not take their problems to their general practitioners. But general practi- 
tioners could only help these people effectively if our society were modified and 
if the variety of workers in this field came together, each group applying its 
special skills. 

The need for co-operation within the hospital service was stressed by other 
speakers. New developments meant new demands for nurses and technicians 
and it was essential for those who planned new developments to appreciate the 
need for advance planning of staff requirements. Trained nurses could not be 
produced at a moment’s notice. It was also pointed out that technicians were 
controlling apparatus which was increasing in complexity and that their 
responsibilities were outpacing their salaries. 

One member stressed the need for randomised control trials to show the 
relative costs of treating patients as in-patients and out-patients as well as the 
most effective methods of treatment. The economists should work out cost 
benefit analyses in this field. The medical profession needed to be much more 
positive in assessing what they were doing and what they ought to do. Hostel- 
type beds and pre-discharge wards were of value as their provision could result 
in fewer acute beds and consequently prevent the misuse of hospital facilities 
and nurses’ time. 

Concern was also expressed that pressure to satisfy new medical demands 
might, with the limited resources available, lead to neglect of the more con- 
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ventional needs. For example, if a hospital opened a renal unit to keep 50 
patients alive a year they would spend a sum which could have been used to 
rebuild an operating theatre. While there were other factors which had to be 
considered, the question of costs must not be forgotten. 

Another scarce resource was doctors’ time. The Nuffield Hospitals Trust 
had estimated an average out-patient consultation time as about 7 minutes. 
The system would break down if the time were materially longer. Yet a longer 
time— up to 15 minutes— had been recorded in a private practice in a par- 
ticular speciality. If it were assumed that there was a patient demand from 
4 to 5 minutes of uninterrupted consultation time, it was impossible to make 
such a provision on a national scale. One of the things which could not, there- 
fore, be provided for all was a long consultation time on demand. 

Some members referred to the activity of local authorities in adjusting their 
care arrangements to take account of the large number of people suffering 
from mental disorder. If what Professor Butterfield had said about the incidence 
of symptomless physical disease were true perhaps local authorities should be 
planning regional clinics. More emphasis on preventive medicine was required 
in its application to the individual. There had been partial success in some 
areas, but dismal failure in others. In some boroughs, immunisation was only 
at the 50% acceptance rate; there were more deaths than ever as a result of 
smoking; cervical cancer still resulted in too many deaths; there were diet 
deficiencies; and amongst old people there was a very great need for chiropody 
due in no small part to the fact that good shoes had not been available and that 
feet had begun to be deformed at an early age. More positive health education 
was needed. Radio and television should be used to inform people how to stay 
healthy, live healthily and live longer. 

* * * * 

Professor Butterfield replied to the discussion and said that he agreed there 
was a need for research programmes on ways of detecting the person at risk. 

Before long doctors would be able to see a health centre related to a medical 
school at Thamesmead where medical students would have a chance to see some 
of the exciting things that can happen there. The point made about the demand 
for doctors’ time was very cogent. He found that if he wanted to be kind to his 
patients, he went without lunch. It was possible, however, that reorganisation 
could help doctors. Even so, more doctors were needed, as the Royal Com- 
mission on Medical Education had pointed out 

The problem of people who could not cope with life was the problem of the 
moment. The starting point had to be some philosophical discussions and 
publications about societies based on aptitudes rather than economics or 
theories of growth rate. He had been shocked when told that it was quite likely 
in some quarters that 15% of people might be unemployable by the turn of the 
century. A Californian had told him that in California it would be an honour 
to have a job in 50 years time because the computer would be doing the work. 
This was an important developing problem. 

Professor Butterfield agreed with what had been said about nurses and staffing 
problems. Doctors were so busy that they did not talk to matrons and nurses 
enough. He also agreed that the opportunities for re-opening health education 
through the mass media were enormous and he hoped that now the chairman of 
the B.B.C. was a doctor and a distinguished health educator something would 
be done about this. 
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Efforts were being made to get the economists interested in the question of 
costs. Control trials were essential to establish the factual foundations on which 
to make priority decisions. 

It was true that more and more technicians were needed. The natural science 
schools in the new universities had not got a proper career structure for their 
graduates. This was part of the student unrest on the art side— people being 
unable to see what contribution they could make. If young zoologists, botanists, 
biologists and pharmacologists could be shown what they could do to help the 
doctor, the demand could be satisfied. At present one doctor had 13 supporters 
in the Health Service and the rate would probably go up to 14 or 15. 

Professor Butterfield accepted that hostel beds were needed. In Leiden the 
out-patient clinic had hostel beds overhead and at Guy’s more than 20% of 
patients could be put into hostel beds. 

An enormous proportion of Health Service money was being spent on mental 
symptoms. Local authorities’ costs had gone up from £1-2 million in 1949 to 
£20 million in 1966 in this zone; it was probably going to go up still further. 
With a lot of the symptoms, doctors were inclined to say that patients were 
psycho-neurotic, but a large-scale automatic laboratory might help in finding 
possible explanations for so called psycho-neurotic diseases and treating them 
might help to improve the quality of the care being offered. 



23 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Session 2 
Evolving Practice 

Dr. J. J. A. Reid, T.D., 

County Medical Officer of Health, Buckinghamshire 

To be asked to prepare this paper was an honour but, in addition, the event 
which we are commemorating has a particular personal significance, because, 
at the time that Aneurin Bevan was presenting the National Health Service Bill 
to the country, I was one of those involved, through the British Medical 
Students’ Association, in putting forward the views of students on that proposed 
radical reorganisation of medical care. My membership of the medical pro- 
fession dates from the year before the introduction of the National Health 
Service, and it is therefore singularly satisfying to have been given the oppor- 
tunity of trying to take stock of at least some of the many developments which 
have taken place since 1948. It is also, I hope, permissible to attempt to predict 
the future implications of certain of the more recent trends. 

As a medical student in pre-National Health Service days, I had relatively 
simple impressions of what were to become the three administrative components 
of the Service. The hospital was the embodiment of all that was best in medical 
care and my own teaching hospital was, naturally, the centre of the medical 
universe. General practice was a place for rugged individualists who tackled 
everything from advanced midwifery to various forms of surgery and whose 
personalities were at least as powerful as their potions. The Public Health 
Service, leaving aside its hospital function, I associated largely with the less 
salubrious aspects of the crude physical environment. These three branches of 
my profession seemed to me to be quite separate and to have a very definite 
pecking order and, in retrospect, their practitioners might well have been 
represented by the archetypes of Kildare, Cameron and, of course, my dear old 
friend and colleague Snoddie. Perhaps I might add that, had any of my fellow 
students suggested that I was fated to become a medical administrator, I would 
have expressed impolite incredulity. 

As a matter of convenience, I propose to look serially at the three administra- 
tive components of the National Health Service in the light of the changes which 
have occurred since 1948, and to refer to some of the trends which have emerged 
or are in the process of emerging. In doing so, I recognise that to divide my 
subject up in this way is illogical because the most significant development of all 
has been the steady movement, particularly in the last few years, towards 
functional, if not administrative, unification of the National Health Service. 

Hospitals 

The hospitals represent the largest single investment of the Service in terms of 
capital and revenue expenditure and of skilled resources, in addition to which 
they are coming to constitute the physical and spiritual centres for all Health 
Service workers in their areas. On the other hand, no doubt partly on account of 
their monastic origins, hospitals have tended to be inward-looking and to be 
inadequately aware both of the communities which they exist to serve and of the 
roles of doctors and other Health Service personnel who practise predominantly 
in these communities. One of the most interesting recent trends has been an 
awakening of interest on the part of hospitals in those wider aspects of medical 
care, and it is particularly encouraging to find that this movement has begun 
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to spread to some of the London teaching hospitals, the work of Professor John 
Butterfield’s team at Guy’s being an outstanding example. This new movement 
within the hospital service will inevitably lead to its playing a more effective 
and less episodic part in the provision of medical care, and to its developing a 
much greater interest in such subjects as epidemiology, health education and the 
prevention of disease which, erroneously, have not hitherto been regarded as 
having any relevance to the functions of hospitals. 

The main concentration of advanced technical skills will continue to be based 
on hospitals, but their true role will increasingly be to care for those who really 
need their specialised staff and facilities, either for diagnostic or for therapeutic 
purposes. There has been a general levelling up of standards throughout the 
hospital service since the advent of the National Health Service and, in England 
and Wales, the distinction between teaching and so-called non-teaching hospitals 
is at last becoming less rigid — a process which, as one would expect, is con- 
siderably more advanced in Scotland. These changes have been accompanied by 
the emergence of the concept of the district general hospital, with its ability to 
provide the major types of care for its surrounding community, leaving the 
rarer specialties to be supplied at sub-regional or regional levels. 

The growth of specialisation is inevitable, and this leads on to the need for 
larger units, a development which is by no means confined to Health Services, 
having its analogies in industry and, indeed, throughout the whole of our 
national life. This concentration of resources brings clear advantages in terms of 
availability of expertise, but simultaneously poses problems of communication 
and of management. Neither is insuperable, and each constitutes a challenge to 
everyone who works in the hospital service. Thus, largeness need not and must 
not imply an impersonal service to the sick; and good management should be 
recognised as directly relevant to the effective care of patients. These matters 
are the object of considerable discussion, and this has been stimulated and 
sustained by the publication of such documents as the first report of the Joint 
Working Party on the Organisation of Medical Work in Hospitals. 1 Those of 
my hospital friends who are familiar with the cover design of this report, and 
hence with its pseudonym, may understand the slip of the tongue I made the 
other day when I referred to it as the product of a committee presided over by 
“Sir George Cogwheel”. 

Within hospitals, the tigid allocation of beds to consultants, with the constant 
danger of their becoming status symbols corresponding to, but more dangerous 
than, the size of the general practitioner’s car or the depth of pile of the medical 
officer of health’s carpet, is giving way to the more relevant classification of the 
type and degree of care which each patient requires. The traditional attitude 
towards beds was epitomised in a letter from a teaching hospital, which assured 
a committee of which I am a member that all patients of a certain type “are 
cared for in the Professor’s beds”; whereas the emerging new attitude was 
expressed by Professor Butterfield in his recent Rock Carling lecture when he 
said, albeit perhaps a little ambiguously, that he wanted to see “more sharing 
of beds” in hospitals. 

The medical and social advances which have taken place since 1948 have 
brought about changes in the pattern of hospital admissions. Thus, the efficacy 
of immunisation and other preventive measures has led to an enormous re- 



1 H.M.S.O., 1967. 
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duction in the need for hospital beds for such diseases as tuberculosis and 
poliomyelitis, whilst the advent of more effective therapeutic agents, such as. 
antibiotics, has enabled general practitioners, increasingly in association with 
other members of the community health team, to treat large numbers of patients 
in their own homes. Improved housing and social services have similarly 
faciliated the development of home care. 

In addition, successful attempts have been made in several areas to rationalise- 
the division of care between hospital and home and to adopt more flexible 
attitudes towards such matters as the length of time a woman should stay in 
hospital after confinement; or a man after the repair of a hernia. The retention 
of patients in hospital for fixed periods after operation for no better reason than 
tradition is coming increasingly to be questioned, and experience has shown the 
wide scope for policies of planned early discharge and, in properly selected cases, 
for out-patient surgery. Furthermore, the provision of simple hostel accom- 
modation in association with general hospitals, adumbrated in the report of the 
Chief Medical Officer of the Ministry as long ago as the year of the inception of 
the National Health Service, is likely to be a growing trend for those who do not 
require the full panoply of care in a ward; as is the use of day hospitals for 
patients who can suitably return to their own homes at night. In a similar vein, 
the admission of patients to hospital for investigations which could perfectly 
adequately be performed as out-patients is diminishing. 

These developments are leading to a rapidly expanding interest in the over- 
all pattern of provision of medical care and to the realisation that there is a 
reciprocal relationship between the services supplied by hospitals on the one 
hand, and by general practitioners and local health authorities on the other, 
this reciprocity being equally applicable to prevention and to treatment. It is 
this relationship which makes it at best unrealistic and at worst utterly jejune 
to try to plan the development of the three administrative branches of the 
National Health Service in isolation from each other. 

I welcome the growing interest in the place of the community in medical care,, 
and believe that the merits of this must be assessed solely in terms of what is 
right for the patient and not on the basis of sterile arguments about former 
practices or about the particular pocket from which the requisite money will 
need to be forthcoming. Ultimately, the question resolves itself into what form 
of care is best, physically, psychologically and socially, for the individual patient, 
and there is need for much more experimentation, accompanied by attempts to 
measure the outcome of different approaches. There is also wide scope for 
investigations into the relative advantages of various forms of hospital and 
domiciliary care both in terms of costs and of the deployment of limited resources 
of skilled manpower and, in some cases, of expensive equipment. For example, 
it is commonly assumed that domiciliary care is invariably much less expensive 
than treatment in hospital, but it is important to ensure that this difference in 
costs is not, in part, due to a comparison between an indifferent level of care in 
the former and a higher standard in the latter. Similarly, there is need for more 
study of the deployment of midwives and of state registered nurses between the 
hospital and domiciliary services. If I might expand one aspect of that last point, 
the local authority nursing services have, in relation to their total numbers, a 
substantially higher proportion of state registered nurses than the hospitals, 
whereas the skills which, at the moment, district nurses are commonly required 
to display tend to be less than those required in hospital. This represents a sad 
imbalance in our present manpower situation. 
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General practice 

In considering the area of overlap between hospital and domiciliary care, it 
must be remembered that the great bulk of illness is, in fact, treated by general 
practitioners and that this country remains as firmly committed to them as 
doctors of first contact as it was when the National Health Service was in- 
augurated. On the other hand, since 1948 there have been several significant 
developments in relation to general practice, including the foundation of the 
Royal College of General Practitioners, the publication of the Gillie Report 
and more recently, a distinct trend towards reorganisation and towards a 
revised definition of the role of the family doctor. Dr. John Brotherston’s cottage 
industry is, in fact, currently in the throes of its own industrial revolution. 

The reorganisation is directed towards making general practitioners less 
isolated both from each other and from what hitherto have been regarded as 
quite separate parts of the Health Service structure. This has involved a move- 
ment away from single-handed practice towards working together in groups, and 
the size of these groups is enlarging and, in the view of the Royal Commission on 
Medical Education, should enlarge still further, to include 12 or more general 
practitioners in each. This trend towards bigger units is in many ways analogous 
to the state of affairs which has already been noted in relation to hospitals and 
which must also apply, sooner or later, in the field of local government. 

Such larger groupings in general practice facilitate the attachment of local 
authority health visitors, social workers, nurses, midwives and nursing 
auxiliaries; and attachment schemes, although still applicable to only a small 
minority of such staff, have already demonstrated the contribution which they 
can make to effective communication and hence to the usefulness of the com- 
munity care team. Patients, doctors and attached staff alike benefit from such 
group ings , and particularly from the greater selectivity of approach and delega- 
tion of duties which attachments facilitate. Thus, the pooling of knowledge 
within the team enables priorities to be more adequately selected and a gradual 
reassessment of roles to take place. The health visitor is helped to extend her 
work to cover a wider range of clients and duties; the nurse ceases to be under- 
utilised and has more interesting and responsible tasks delegated to her; and the 
general practitioner can take his rightful place as the leader of a co-ordinated 
team, instead of remaining an isolated entrepreneur in the realm of do-it-your- 
self. It has also interested me to hear spontaneous remarks from patients about 
their appreciation of receiving care from a team rather than from a collection ot 
disparate individuals. 

Whether the community care team should be based on group practice premises 
or on a health centre is, in many ways, immaterial, as it is the attitude of nund of 
those working together which matters rather than the ownership of the bricks 
and mortar from which they work. Nevertheless, the upsurge of interest in 
health centres has been one of the most remarkable features of the past three 
years, and there is no doubt that a well-designed centre can contribute much 
towards practice efficiency and towards ensuring closer co-operation amongst 
all who work in it. Incidentally, when I say a well-designed centre I mean, 
amongst other things, one which does not have three separate wings for the 
three a dminis trative branches of the National Health Service. 

Although, as has already been said, this country is still firmly committed to 
the general practitioner as the doctor of first contact, there are differing opinions 
about his precise future role. At one end of the scale, many believe that he sho 
remain a generalist, whilst at the other, systems have been advocated where y 
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such doctors would restrict themselves to dealing with specific age groups or 
with particular types of disease. Between these two extremes there seems to be 
emerging an intermediate arrangement under which doctors in group practice 
can have the opportunity of developing special clinical interests. Thus, each 
member of the practice would continue to have his own list of patients towards 
whom he would act as the doctor of first contact but, in certain instances, he 
might ask one of his fellow practitioners for help and advice. This sort of 
arrangement might be applied, for example, to the control of diabetes because, 
if one member of a group practice had a particular interest in that disease and 
assisted his colleagues in the work of caring for the diabetics in the practice, he 
would see sufficient numbers to become more confident in such work than would 
be the case if he saw only those diabetics who were on his own list of patients. 

Such special interests are also helpful in relation to another growing point in 
general practice, which is the establishment of closer links with hospital medicine. 
There has been a steady movement during the past 20 years towards giving 
general practitioners access to hospital pathological, X-ray and other diagnostic 
facilities and this is a primary necessity if these doctors are to be enabled to 
carry out their work effectively and to derive adequate satisfaction from it. In 
addition, it has become clear that many general practitioners would like to play 
a more positive part in the hospital, either by undertaking the continuing care of 
patients whom they have admitted or by having direct responsibility as members 
of the staff of appropriate clinical divisions. Thus the family doctor with a 
special interest in diabetes could usefully be fitted into the hospital medical 
division; and, similarly, one with an interest in psychiatry should be able to 
develop and use his skills for the benefit of hospital patients. Other examples of 
potential special interests are to be found in the fields of industrial or child 
health, and in the case of the latter, the report of the Sheldon Committee has 
pointed the way for suitably prepared general practitioners to assume responsi- 
bility for much of the clinical work at present carried out by public health 
doctors. I think the great majority of my colleagues in the public health service 
welcome this; and if that is not altruism, what is? 

In general practice, there is wide scope for exploring new approaches to the 
provision of medical care, and this process will no doubt be stimulated by 
improved vocational training and by closer contact with other branches of 
medicine. It is clear that there is ample room for the general practitioner to 
delegate certain aspects of his work to other members of the health team, and 
this process may well extend beyond the carrying out of defined tasks on the 
specific instructions of the doctor, into the realm of limited diagnosis. Such 
developments should be both encouraged and evaluated as contributions to- 
wards enabling the general practitioner to assume his emerging new and wider 
role in the National Health Service of the future. 

Public health 

The local health authorities, which constitute the third branch of the National 
Health Service, have also been involved in profound changes during the past 20 
years. Unfortunately, whereas the regional structure of the hospital service is 
essentially a rational one, this is not true of the local health authorities, which 
vary enormously in size and resources, and partly as a result of this, the standards 
of care which they provide are more variable than those applicable in the 
hospital service. Nevertheless, a substantial degree of levelling up has taken place 
within the local authority service, particularly since the introduction of long- 
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term planning in 1962. Local authorities also have distinct advantages over the 
other two segments of the National Health Service as a result of their flexibility 
both in planning and in finance and, whilst this flexibility can on occasion 
result in lack of progress, I believe that the majority of authorities have been 
ready and willing to experiment and to adapt their services to changing social 
and medical needs. 

Many public health activities had their origins in stop-gap measures designed 
to overcome deficiencies in former patterns of medical care, and the most 
encouraging recent development has been the movement away from the pro- 
vision of services in isolation from other branches of medicine towards a co- 
ordinated system, a notable example of this being the attachment of staff to 
general practices. Similarly, a variety of links have been forged between the 
public health and hospital services in the fields of staff training and of the care 
and after-care of patients. In some areas, nurses and midwives undertake regular 
refresher courses in the wards and departments of their local district general 
hospitals, and integrated systems of training are likewise helping to build up 
mutual understanding and trust, thereby paving the way towards agreed policies 
on discharge and after-care, a process which is further strengthened where 
hospital staff are enabled to spend periods working in the community. 

Health visitors can form useful links between the hospital and the domiciliary 
health team, thus providing continuity of care for patients. Various joint 
medical appointments have come into being between hospitals and local 
authorities, and these are especially valuable in geriatrics, in psychiatry, and in 
the care of handicapped children and adults. Joint social work schemes, par- 
ticularly in the realm of psychiatry, have been evolved to the advantage of all 
concerned, and joint appointments also exist in a large number of other services 
in which both hospitals and local health authorities have responsibilities. 

Quite apart from joint appointments, local health authorities have played a 
large part in the process of transferring the care of certain groups of patients 
from hospitals to the community. Progress has been particularly striking in the 
case of the mentally subnormal, where the emphasis has clearly passed to com- 
munity care for all but the most severely handicapped, and there has been a 
more than tenfold increase in the provision of places in training centres during 
the past 20 years. Although technically outside my brief for this paper, there 
has also been a substantial increase in the provision made by local authorities 
for accommodating the elderly and for helping the permanently handicapped. 

The closer relationship which has developed between public health staff, 
general practitioners and hospital personnel is, I hope and believe, also having a 
beneficial effect by reminding these last two groups that the scope for prevention 
in relation to modem epidemics such as lung cancer is no less than it was in the 
past in the case of such infectious diseases as tuberculosis. It is, in theory, 
unnecessary to have a branch of the medical profession with a particular 
responsibility towards the prevention of disease, as this should enter more and 
more into the work of all doctors. In practice, however, it is still necessary, as 
otherwise the claims made on resources by prevention, with its essentially long- 
term results, would stand in danger of being totally submerged by the competing 
demands of therapy, with all its more immediate glamour. 

The oft-repeated statement that prevention is better than cure is in danger of 
becoming a meaningless cliche, as those who employ the phrase usually mean 
simply that they would prefer to remain healthy but are unwilling to take any 
positive steps to attain that goal. It is for this reason that health education, in 

29 



Printed image digitised by the University of Southampton Library Digitisation Unit 



the wildest sense of the term, has come to be regarded as the most important 
activity of the public health service and one which must also come to be applied 
in an organised way in general practice and in hospitals. It already exists in these 
services, but I do not think it could be said to do so in an organised way. There 
are enormous anti-health interests at work in our society, and the need for 
leadership and for a skilled approach to health education has been recognised by 
the number of local health authorities which have set up specialist health 
education sections, and by the recent establishment at national level of the 
Health Education Council. Priorities will always exist in medicine, and health 
education must be put before many other more dramatic, more publicised, but 
less relevant activities. 

Health education also enters into any consideration of the early detection of 
disease, both where this involves encouraging those who think that they might 
be suffering from some particular condition to go to their doctors for diagnosis, 
and in carrying out specific screening tests in selected groups of the population. 
This work of screening is still in its infancy, often posing more problems than it 
solves, and it is clear that much remains to be learned, even about such basic 
matters as the dividing line between normality and abnormality. Nevertheless, 
where selective screening is deemed to be appropriate, local health authorities 
have a part to play in educating the public, and possibly in providing the 
administrative mechanism for screening, but co-operation with general practi- 
tioners and the hospital service is essential in view of the substantial load which 
any screening programme is likely to place upon them. 

It is also vital to ensure that screening never becomes an isolated procedure or 
n end in itself and that all patients thought to be suffering from some ab- 
irmality which calls for and is amenable to therapy are, in fact, effectively 
ated and followed up. This last point may seem to be pathetically self- 
iparent, yet there is a real danger that, as a result of deficiencies in medical 
rucation, reinforced by the tripartite structure of the National Health Service, 
he processes of prevention, screening, diagnosis, treatment and after-care will 
lecome fragmented amongst a variety of doctors and other health workers who, 
ilthough enthusiastic about their individual responsibilities, nevertheless fail to 
ippreciate where these fit into the over-all pattern of medical care. In conse- 
quence, they will have an inadequate understanding of the ultimate clinical, 
social and administrative consequences of their own actions. 

Conclnsions 

In looking at the problems which lie ahead, it is going to be necessary to 
establish new criteria for measuring health, as well as for gauging the effective- 
ness of various aspects of medical care. Many traditional yardsticks, such as 
the infant mortality rate, which has been halved since 1948, have no more than 
limited value for the future, and more attention should be paid to such matters 
as the steady and unnecessary increase in deaths from lung cancer, which have 
more than doubled during the same period; and to the unsatisfactory life 
expectancy of middle-aged men. 

There is need to exploit Britain’s advantageous position in relation to vital 
statistics, epidemiology and record linkage, and there is wide scope for con- 
tinuing operational research in all branches of the National Health Service. This 
must be accompanied by experimentation in the provision of services, and whilst 
this can be carried our virtually anywhere, particular opportunities present 
themselves in the current generation of new towns and cities being planned and 
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built throughout the country. These opportunities have been seized with 
enthusiasm, and whereas in the past many of us had to be content with medical 
castles in the air, we have now progressed to the stage where, at the drop of a 
hat, we will produce our architects’ drawings for these very castles. 

The aphorism that the whole is greater than the sum of its parts is particularly 
true of medical care, and at the end of the first 20 years of the National Health 
Service it has come to be realised that to attempt to divide care into arbitrary 
components such as hospital and community, or prevention and cure, is a futile 
exercise. The pattern of need for hospital services will depend both upon the 
degree of success in preventing disease from arising and upon the standard of 
community care provided by general practitioners and local health authority 
staff. Similarly, prevention merges into cure when viewed in terms of such 
screening procedures as cervical cytology. 

For these reasons it has been most encouraging to observe the gradual 
removal of the artificial barriers which have for too long separated the three 
main branches of medical practice. Much remains to be done, and the National 
Health Service will no doubt be profoundly influenced by the Report of the 
Royal Commission on Medical Education and by the forthcoming reports from 
the Seebohm Committee and from the Royal Commission on Local Govern- 
ment, in addition to which, of course, the Minister’s green paper is awaited with 
particular interest. Waiting for the publication of reports has, indeed, replaced 
golf and sitting on committees as the favourite sport of the medical profession. 
Nevertheless, even without legislative or administrative change, the National 
Health Service has been moving steadily towards functional unity, as has been 
demonstrated by the recent Health Services and Public Health Bill, certain 
sections of which will legitimise various ventures in which some of my colleagues 
and I have indulged for years. Thus the provision of a joint hospital and com- 
munity midwifery service will become legal and my only fear, as a Calvinistic 
Scot, is that the removal of the sweet savour of sin may henceforth make such 
matters less enjoyable than they have hitherto been. 

There are, of course, still obstacles to co-operation in the form of individuals. 
There is the consultant whose ivory tower has frosted glass windows and who 
has no realisation of the big world which exists beyond his microcosm; the 
general practitioner whose personal insecurity renders him incapable of joining 
with other members of the health team; and the medical officer of health who 
broods over the halcyon days which exist only in his imagination instead of 
getting on with the task of reorientating his department to deal with present- 
day needs. These, however, are the minority, and the great majority of the 
medical profession and of the many groups who work with it accept the need 
for a united approach to the provision of health services. 

I have not hitherto been one of those who believe, as an article of faith, that 
the administrative unification of the National Health Service is the sole road to 
salvation and that it would automatically and by itself ensure a better standard 
of medical care; nor have I been a vociferous advocate of such reorganisation, 
because of my fear that over-emphasising its importance might lead to lack of 
progress within the existing framework of the Service. In the light of chang in g 
philosophies in medical education and in the practice of medicine, however, it 
now seems to me that unific ation is both desirable and inevitable. Under present 
arrangements, the over-all pattern of medical care can be seen solely from the 
upper floors of Alexander Fleming House, as peripherally the boards of 
governors, regional hospital boards, local executive councils and local health 
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authorities are responsible for what can only be described as arbitrary fra 
of the whole. In the face of the changes which I have endeavoured to outT 161 ^ 
this paper, such fragmentation has become increasingly incompatible with^ * 
present and future needs, and it is clear that the statutory bodies in f w 
charged with the regional or local administration of the National He ; Ith 
Service should be able to look alike at hospital and community, prevention and 

Medical students of my particular generation are now midway between d' 
cussion of the National Health Service Bill and retirement. The generality f- 
supported this Bill, believing it to be an essential step in the evolution of 
country’s social services. It is easy to criticise the National Health Service ad 
many aspects of it indeed merit criticism; but it is also all too easy to lose a se 
of perspective. It is my submission that, in the years since 1948, we have 
substantial advances in the provision of medical care; and that, in trying at PV 
conference to take stock of the situation, we are doing so not as an exercise- 
retrospection but rather with the intention of establishing a baseline on wllk 
to build for the decades which lie ahead. useime on which 



Mr. H. P. Travis, Group Secretary, Bolton and District Hospital Management 
Committee, opened the discussion on Dr. Reid’s paper. He referred first of all 
to the progress which had been made over the last 20 years in developing the 
hospital service but pointed out that some undesirable features of the pre 194R 
Service could still be seen today. Firstly, standards in both accommodation and 
attitudes which had been conditioned by the “charity” standards of the pre-194R 
Service could still be seen in some National Health Service hospitals of todav 
This was despite the fact that the Hospital Service had taken the largest share of 
the amount of money available from the Exchequer. Everybody wanted to see 
piit into practice what Dr. Reid had suggested, and somehow or other the money 
would have to be found. There was no obvious answer, but only if hosnitak 
received more money would a Health Service be achieved of which all could be 

* ere .^ as ^ an obvious difference between the teaching hospitals 
I™ iM^ OSP ‘ ta1 ?' The f0nner had a proud and “dependent attitude- 
maTnr m M P atie nts- They had not, as yet, been integrated into the 

ZmZ pr0 f lem of the , care of the community. In the peripheral hospitals it was 
common for a consultant to see perhaps 60 patients in a session with the 
assistance of one junior doctor from overseas. Overburdened general practi- 

aXoLTnaH f* t0 h ? Spit ?! ^ they did not re< l llire hos P ital treatment; 

1 TJ at ^ AcCldent and Emer se n cy Department simply 
doctor had sent them there on a previous occasion. 

th ^ tMs mvoI y ed the ^cstion of priorities. Should there be an expansion of 
shnidTLT^w Se T 6 a W ^ Ch Me expensive in manpower and money, or 

a larger share* 1 ? tt, emS drst " Unless the Hospital Service received 

a larger share of the national income, it could not do both. 

meant* hai™^ probl ™ ^as the number of doctors. To have more doctors 
manv more aln* 101 * 6 medl “i scll00 i s > an d that again required more money. Very 
H T e needed to allow them to do their job of doctoring properly 

awav nn Rfnrh T& 0 e P ro P er post-graduate education with doctors being sent 

keen the Ha t < ? urses ’ more trained people would be needed in order to 
Keep the day to day service going. 
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Behind all this was the question of morale. This had to be maintained 
especially at the point of contact with the patient, whether that point was in 
general practice, in the hospitals, or in the community services. Only if morale 
were maintained by all devices of human relations and communications could 
the service keep on the right road and continue to improve as it has done since 
1948. A magnificent advance had already been made by the improvement of 
contacts between hospitals, local health authorities and general practitioners. 
This could be seen particularly with the geriatric, maternity and mental health 
services. Regular meetings to discuss problems and to allocate patients to the 
right places for treatment and to see that the right resources were being employed 
offered, possibly, the only solution for the future. Outside the hospital service it 
was encouraging to hear of the progress being made in the setting up of group 
practices and health centres but the new arrangements would need to be ade- 
quately staffed. For example, if health centres were set up with the idea of 
relieving hospitals of work, would already overburdened general practitioners 
be able to give adequate service there? Perhaps there was a case for considering 
health centres built in the grounds of general hospitals. These might help to 
solve the problem of the Accident and Emergency Departments and allow 
implementation of the Platt Report recommendation regarding the treatment of 
the “casualty” type of patient. 

Increasing integration of the various branches of the National Health Service 
meant that it was necessary to look at certain aspects of staffing. For example, 
nurse training might be made more comprehensive if it included more weighting 
towards the community services, both general practitioner and local authority. 
Hospital nurses should go out into the community services more often and 
at an earlier stage in their training. Such a development would help to lead to 
a greater understanding in the ward of the problems of the patients and their 
famil ies. Those responsible in hospitals, local health authorities, and general 
practice should set the leadership in this field. Integration of the three branches 
of the Service was a matter of human relationships and communications. 
Morale and liaison could not be enforced. The Service should not look for 
the solutions to problems in the introduction of administrative changes 
which might possibly delay progress, but in a willingness to make the present 
administrative arrangements work well. 

* * * * 

Further reference to health centres was made in the continued discussion. 
Proposals for revision of the administrative arrangements for the National 
Health Service had still to be studied, but even without integration of ad- 
ministrative arrangements there could be, in health centres, integration of the 
functions of health and social workers in the interests of the individual patient 
and of the community. General medical practitioners were able to provide a 
much higher standard of service because appropriate aspects of their work 
could be undertaken by secretaries and public health nursing staff. Much of the 
clinical public health work of local authority doctors could be undertaken by 
general medical practitioners, home nurses, health visitors and midwives based 
on health centres. Medical social workers and psychiatric social workers could 
also be based on these centres. General dental practitioners, ophthalmic 
practitioners and pharmacists might also become increasingly interested in 
working at these places. Bearing in mind the need to provide facilities for a 
limited number of visiting hospital specialists, future health centres might be 
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quite large and costly buildings. This would involve capital outlay and increasing 
competition with other local authority departments for scarce capital resources. 
Rapid development of centres was unlikely, but should be encouraged. The 
centres would also enable the keeping of better morbidity records, the intensi- 
fication of health education efforts and the development of programmes of 
screening tests. 

One speaker drew attention to the need for looking after the whole care of the 
whole patient. “Care” meant something more than treatment. Total care implied 
comprehensive investigation, treatment, and management (for want of a better 
word) of the patient. This meant making the maximum use of all services— local 
health authority, social and welfare services, general practitioner services and that 
part of the hospital service which was needed in order to make comprehensive 
care complete. For the majority of cases for whom general practitioners were 
responsible the hospital was required for its out-patient department, for its open 
access to laboratories and X-ray department, and for its domiciliary visits by 
specialists to the patients’ houses, and, if possible, to the general practitioners’ 
surgery. The problem was not necessarily one of a shortage of doctors and beds. 
Shortage might exist but so did misuse. Within the next few years there ought 
to be an assessment of the total needs of the country by areas to see the extent 
to which a misuse of beds and doctors had been allowed; and to see whether 
the comprehensive care of patients could be more economically carried out if 
doctors worked together as one unit, hospitals providing the specialists needed 
to look after special patients, with the other two branches of the Service playing 
their proper share in looking after the rest 

Health education was discussed further and reference made to the setting up 
of the Health Education Council. One member welcomed the Council’s estab- 
lishment but stressed that there was an enormous job to be done and it was 
difficult to believe that the Council would ever have sufficient funds. Television 
was a really effective medium for education and a small, active advisory body 
should be set up to work in conjunction with the B.B.C. and I.T.A. 

Reference was made by one speaker to the lag between evolving patterns in 
psychiatric practice, with today’s emphasis on community care, and the restric- 
tion of the psychiatric nursing service to the hospital field. This discrepancy 
between theory and practice was damaging to the patient and limited the 
effectiveness of the psychiatrically trained nurse. Psychiatric patients were 
treated in hospital and prepared for an early return home, but for want of skilled 
aipervision return to hospital often followed, sometimes in distressing circum- 
stances. Any attempt by the hospital psychiatric nurse officially to pursue the 
interest of a patient into the community could be unwelcome to local authority 
staff, but at the same time a wide range of well-intentioned, but not always well 
qualified, people were permitted to extend an authority over the patients. The 
result was frustrating to the nurse, wasteful of his special skills and against the 
interests of the patient. A comprehensive authority was required to direct and 
protect the interests of the patient for as long as he might require psychiatric 
supervision; to secure this a community service of trained psychiatric nurses had 
to be established. 

Another point of view about nursing services was put forward. Wastage of 
nursing personnel was important and far more trained nurses should be in 
hospital where acute work had to be done and where people really needed nurs- 
ing. On the district, trained nurses could be replaced by enrolled nurses and 
auxiliaries working under supervision. 
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Another speaker made a plea for experiments in the Health Service. There 
were continuing theoretical discourses about the optimal organisation of the 
Service, but no deliberate attempt by experimentation in different areas to see 
whether different structures, such as area health boards, would work and work 
well. The object was to match the patient’s requirements to the facilities that 
were available. This would mean breaking down the present division between 
institutional work and domiciliary work. 

The importance of good communications was also mentioned. It was im- 
portant that general practitioners should give full information about patients 
admitted to hospital; in return they should have full and timely information 
about discharged patients. At present, difficulties were sometimes geographical 
and these might be overcome if a large health centre were built on the same site 
as the district general hospital. There could then be provision for hotel-type 
accommodation for patients coming for investigation. It was a retrograde step 
to build health centres of small size and away from district general hospitals. 

The need for consultants to stop regarding their beds as a territorial freehold 
and as a status symbol was urged by one speaker. It should be possible for all 
beds to be used to meet demands; it would then become easier to increase the 
number of day beds in hospitals. Day beds should be provided in health centres 
also. The result of all this would be a spectrum of care where the distinction 
between general practitioners and other sorts of practitioner was no longer valid. 
It had to be accepted, too, that Government finance was going to be limited but 
this did not mean that alternative sources of funds should not be considered. 

* * * * 

Dr. Reid replied to the discussion and referred first of all to the question of 
the need for more money. It was necessary to look at the total money available 
and to the total service. Decisions could not be taken by looking at needs from, 
say, the hospital point of view alone. The available money had to be spent in 
whatever way was best for medical care as a whole. This must also be the 
approach to the subject of morale. The first need was to let everyone working 
in the Health Service understand more about how he or she fitted into the over- 
all pattern. There was a need also to do a lot more in informing the public about 
the entire National Health Service. Those in the Service tended to assume that 
the public understood existing frustrations; they also assumed that the public 
understood the structure of the Service. Generally people were eminently reason- 
able and did not make unreasonable demands unless they failed to understand. 
One of the jobs of health education was going to be to help people to understand 
what medical care was about; this meant that those working in the Service had 
to have a clear picture themselves. 

Mention had been made of social workers and in this connection the Seebohm 
Report was eagerly awaited. There were sufficient medical and social problems 
in this country to keep every person of goodwill in both the medical and social 
work professions fully occupied. He hoped that whatever developed as the 
physical unit closest to those requiring help would contain every type of worker 
— doctors, nurses, social workers, etc. — and that there would be no demarcation 
disputes. 

The setting up of the Health Education Council was a step forward but the 
main effort in health education must be peripheral and continuous. Nowadays 
everyone seemed to accept that this was so. Television could certainly be used; 
there had already been some useful programmes. 
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Dr. Reid said that he was sure that the psychiatric nurse had a role in the 
community. He could link up with both the district nurses and the social 
workers. In this field local authorities had ample scope to use their own initiative 
until such time as a better administrative arrangement made formal provision 
for a united approach to care. 

Finally, it was important that workers in the Health Service should not lose 
their self-respect. When the services of 1968 were compared with those of 1948 
it was clear that enormous progress had, in fact, been made and that, whilst 
much remained to be done, there was every reason for being proud of achieve- 
ments. We must not undersell ourselves. 
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Session 3, Part I 
Resource Planning 

Dr. H. Yellowlees, 

Deputy Chief Medical Officer, Ministry of Health 

My subject is “resource planning” and to me, who am not a trained economist 
and who must use simple terms, resources appear to consist primarily of money 
and manpower and secondarily of the accommodation, equipment and services 
which these two basic resources can make available, either separately or in 
combination. 

Both these resources are limited and will continue to be so; whereas the 
demand for medical care is the very reverse and is virtually unlimited. Professor 
Butterfield dealt with the expansion and explosion in demand. We are faced 
along with the rest of the world with a situation in which we can do more things 
in terms of medical and nursing care for more people than our resources can 
possibly sustain. I think this is one home truth that I should like to emphasise. 

In these circumstances, a decision to develop a service in a particular way 
could result in the using up of so much of the available resources that some 
other necessary service could not be provided. This is an unacceptable position 
for the National Health Service, in which it is axiomatic that a service must be 
provided if it has been clearly identified as necessary and has been differentiated 
from other types of service which may be useful or convenient but are not fully 
necessary. These are the hard facts. 

The use which we make of our resources and the way in which we deploy 
them is thus of vital importance both to the individual and to the nation. In our 
field of service the word “vital” is particularly appropriate for ultimately we are 
concerned with matters of life and death. 

How do I see the pre-requisites for resource planning? 

Starting from a knowledge of the existing arrangements and of the resources 
which currently support them we can proceed to consider what our real needs 
will be in the future and how we should best deploy our future resources to 
meet them. A simple logical process as so described, but a complicated and 
difficult process in practice for it involves some very difficult decisions as to the 
nature and extent of real need, the careful assessment of the medical and 
economic effectiveness of different ways of meeting real need, and an acceptance 
that in many instances the ways in which we have been accustomed to provide a 
service in the past may not be appropriate in the future. 

Before we can get down to resource planning therefore and can take our vital 
decisions we must have: 

(a) A clear idea of our objectives and the general policies within which it is 
acceptable to pursue them. 

( b ) Information on the extent of need or demand (and I shall examine the 
difference between these in a moment), and the degree to which these 
must be met if our objectives and broad aims are to be achieved. 

(c) Information on the nature and disposition of the existing services. 

(d) Information on the use made of existing services and some assessment of 
the degree to which they have in fact been successful in dealing with the 
needs or demands. 

(e) Information on the existing level of resources and on the level which is 
expected to be available in the future. 
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These pre-requisites are quite obvious but pose certain difficulties and before 
discussing the process of resource planning itself I would like to go further into 
these, noting in passing that 4 out of my 5 requirements start with the word 
“Information”. I think this is important and echoes a point which was made by 
earlier speakers. 

Objectives 

To begin with let us consider the objectives which it is hoped to attain. 

These are set out quite clearly for us in Part I of the National Health Service 
Act of 1946 which laid on the Minister the duty “to promote the establishment 
... of a comprehensive health service designed to secure improvement in the 
physical and mental health of the people . . . and the prevention, diagnosis and 
treatment of illness”. This is clearly the main objective of our service. Part H of 
the Act further defined the Minister’s duty in relation to hospital and specialist 
services as the provision of accommodation and services “to such extent as he 
considers necessary to meet all reasonable requirements”. From the outset 
therefore — and it could hardly have been otherwise — stress was laid on the 
importance of the improved health of the community as a whole and it was 
envisaged that this would be attained through services which would meet all 
reasonable needs — for no Health Service could possibly set itself the task of 
meeting all needs. It is readily acceptable that needs must be assessed on the 
basis of medical necessity but it is less frequently appreciated, particularly by 
enthusiasts dedicated to a specific aspect of medical care, that medical 
“necessities” are not always absolute and that even when a need clearly exists 
there may be nothing mandatory about the way in which the service required to 
meet it should be provided. 

Our broad objectives are clear. But what about need and demand, because 
without an assessment of them we cannot proceed. We have already had quite 
a few comments on need and demand. Dr. Reid made the point that we need new 
criteria for measurement. I have already stressed the need for assessment. 
Professor Holland said it was necessary to detect the people at risk; he dwelt 
upon the problem facing professional men of trying to decide where need exists 
in a professional sense. Professor Cochrane raised the question from the point 
of view of the epidemiologist stressing the need for evidence, and the value of 
control trials. He therefore dealt with the mechanics of estimating need. 

Mr. Freeman talked in terms of meeting demand; he did not talk so much in 
terms of meeting need. I disagree with him here because I think that the condi- 
tions in which we have to operate the Health Service are such that in the first 
place we can only set ourselves the target of providing services to meet things 
which we decide are real needs. 

Clearly we are going to have to try to define the difference between need and 
demand and I shall attempt this in a moment 

In the Health field, although we have data which enable us to obtain some 
idea of the level of demand for the various types of services which are provided 
it is notoriously difficult to assess need. Even our data for the assessment of 
demand are inadequate and in any case this is constantly changing. For instance, 
there is evidence to show that the provision of improved and expanded services 
in hospital for a speciality in which for some time there has been a long waiting 
list for out-patient appointments may not in the end result in the intended 
reduction of this list. An initial fall in the waiting list is followed by a slow 
return to the original level as general practitioners make increased use of the 
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service by referring to it patients who would not have been sent to hospital 
before expansion of the Service took place. Presumably this is because it was not 
considered worthwhile to refer patients in circumstances in which a long period 
must elapse before attendance at a clinic became possible. Word soon gets 
round that a patient who has been attending his general practitioner for years, 
complaining of backache perhaps, and who has received reassurance, a placebo 
or palliative treatment is now attending the hospital. The general practitioner 
in his turn is soon being pressed to refer other patients with backache and the 
demand for a second opinion is not easy to refuse even if the grounds on which 
it is made appear to be baseless. Within a year or so not only has the waiting list 
returned to the level at which it first started but it has frequently exceeded that 
level in spite of the improved service. However, variation in demand for an 
established service is only one aspect of the problem. Demands for the provision 
of quite new services are constantly arising as a result of the application of 
scientific and technical advances to medicine. We heard about this from Pro- 
fessor Butterfield. In many cases demands develop slowly and the services 
necessary to meet these demands become gradually established following an 
initial period during which development is pursued in a few selected locations. 
Open-heart surgery for the treatment of both congenital and acquired condi- 
tions is an example of this sort of process. However, reference to recent events 
will confirm that in some important instances demands for new services are 
loudly proclaimed before the value of a new investigational technique is fully 
assessed or the success of a newly attempted surgical procedure is clearly 
established. 

I want to avoid being accused of being against progress. I should, therefore, 
point out that there is a clear difference in nature and in acceptability between a 
demand for the premature establishment of a general service to patients under 
the National Health Service on one hand, and a demand for the provision of 
facilities for investigation, development and assessment of a promising innova- 
tion on the other. While the former should be resisted, the latter may be accepted 
in a reasonable number of suitable places in which the necessary expertise exists 
and the various branches of medicine which are concerned are adequately 
represented. 

The assessment of demand is difficult enough but the assessment of need is 
harder still. For instance in the example which I have already quoted, was there 
a “need” to refer that patient and his backache to hospital and was there a 
“need” for his attendance to be followed by that of more and more other 
patients for whom no positive demand had appeared to exist before improve- 
ment of the Service made possible the attendance of larger numbers. The “need” 
either for a service or for the treatment of a particular condition in the in- 
dividual may be bidden by the operation of other factors. It may not easily find 
expression as a demand. Conversely a demand for a particular service may be 
either too modest or too excessive in relation to need at any given point in time. 

I would like to take a further example from the field of public health. This 
illustrates our difficulties in relation to need and demand hut is also an obvious 
example of a service which is given on a personal basis to the individual but 
which gives indirect benefit to others and to the community as a whole. This 
obvious example is, of course, vaccination against smallpox. The total demand 
for this service from the individuals who constitute the public at large does not 
adequately reflect need, certainly in a community sense. The incidence of small- 
pox in this country is low and to many individuals the threat to personal health 
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from this disease does not appear to be sufficiently serious to justify acceptance 
of the minor risk associated with vaccination or to warrant the extra effort 
involved in asking for protection and the inconvenience of attendance at general 
practitioner surgery or local health authority clinic to obtain it. 

Before an attempt can be made to decide what services are required to meet 
our objectives and before we can decide how our available resources should be 
allocated between them we must have as clear an idea as is possible as to what 
we mean by need and by demand and be in possession of some kind of quantita- 
tive guides. 

I would like to suggest that in the context of the provision of medical care in 
the Health Service, “need” should be considered to be the services necessary to 
deal with the pathological conditions in human beings which, according to 
present medical knowledge, require action. On the other hand I think that 
“demand” should be regarded as the services considered to be necessary by the 
population, whether justified or not — in other words what patients seek and 
expect. In the definition of “need” the word “action” is important in that it 
embraces the full range of possibilities and all forms of prevention, treatment, 
and care in any or all of the branches of the National Health Service. 

Decisions that a real need exists— and therefore should be met— require to be 
taken at both central and local level. At central level existing arrangements for 
obtaining advice include Standing Advisory Committees with their sub-commit- 
tees, both statutory and non-statutory, the Department’s Advisers and Consultant 
Advisers and— increasingly in recent years— a variety of ad hoc committees and 
working parties set up for a limited period to give specialised advive on a par- 
ticular problem. The medical working group on haemodialysis is an example 
These advisory groups set up with the approval and co-operation of the profes- 
sions concerned give invaluable help on a wide range of problems including the 
determination of real need or otherwise for the establishment of new services 
and the continuation or modification of existing ones. In one year the Depart- 
ment recently consulted over 100 such bodies. In addition the Department can 
seek and be offered advice from independent external professional bodies and 
associations. 

This central machinery is appropriate and adequate for central purposes — 
that is to say for assisting the Minister to reach decisions on broad operational 
policies on the development of the Service— but at present the full value cannot 
be obtained from it because of the absence of important appropriate data. 
Decisions of this kind must be made centrally and cannot be delegated to local 
level, nor of course to independent self-appointed groups— if such should 
exist! 

On the other hand, decisions relating to the strength and adequacy of a local 
service, the extent of any local need which is unmet and the formulation of day- 
to-day management or operational policies to meet such a need should be a local 
responsibility. The difficulties at local level are not so much that some essential 
data is missing but that it is not available at the right time and may not be seen 
by all those whose comment and co-operation is necessary before appropriate 
action can be taken. It is the machinery for consultation and decision taking 
which tends to be deficient at local level and this is particularly marked where a 
problem of medical care concerns more than one of the main branches of the 
Service and— most regrettably— where concerted action by the local medical 
profession as a whole is required. 

1 have tried to put need and demand in the perspective which I feel is necessary 
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and I would now like to turn to the question of the data needed for resource 
planning. 

We have a fairly good knowledge of the nature of the services we now provide 
and of the resources which support them so far as the local health authority and 
hospital services are concerned and at both central and local level. However, 
appropriate data is still regrettably deficient in relation to the general medical 
services provided in general practice. The main reason for this is of course that 
general practitioners are separate individual contractors so far as the service 
is concerned and that there is no system of organisation such as exists in the 
other two branches of the Service. This is a serious handicap where the needs of 
resource planning are concerned. 

There is a serious lack of reliable data from which we can obtain assessments 
of need and demand and by which we can judge the adequacy, efficiency and 
quality of the services in all branches of the National Health Service. Measure- 
ment of these factors is necessary both to make possible the effective control of 
existing services and for forward planning. 

We need much more information on morbidity in order to assess real need, 
and more basic studies of use and consumption of services require to be under- 
taken. The development of norms and standards from the basic statistics of use 
are helpful not, as critics would have us believe, in order that we can force an 
undesirable uniform standard of mediocrity on an unwilling service but so that 
we can have some yardsticks which we can use in forward planning. We need to 
know whether a given service or facility is overused, underused or misused and 
what the results of this use are in terms of benefit to the individual patients 
concerned and to the community as a whole. We need to know this and to act on 
our knowledge not only in the formulation of national and regional policies 
within the administration of the service but also at local area level in the day-to- 
day working of surgeries, clinics and services. It is a matter for concern if a vac- 
cination and immunisation service provided by a local health authority is not 
used or if an out-patient clinic is under such pressure that cases of serious illness 
cannot be seen within a reasonable time. Similarly it is a misuse of expensive 
specialised accommodation and highly trained staff if a hospital department 
which is designated as the accident and emergency centre for its area is crowded 
with cases of minor injury or illness which should more appropriately obtain 
any treatment which is really necessary at the G.Ps. surgery or even by resort to 
the contents of the bathroom medicine cupboard. 

Unless adequate data is available we cannot deal with such situations or take 
surplus or deficiency into account in our forward planning. 

It is with some of these needs in mind that in the hospital service the Ministry 
of Health introduced the Hospital Inpatient Enquiry in recent years and has 
followed this up with development of the wider and more comprehensive 
Hospital Activity Analysis system. The Department has also given substantial 
support to the Oxford Record Linkage Scheme — which links data from all three 
branches of the service — and has set aside special funds centrally to support 
operational research in all parts of the Service. The years ahead will see increas- 
ing use of modem methods of data handling and processing, and the importance 
of the computer has been recognised by government and accepted by the various 
service authorities. This is vitally important for the future; we must have proper 
information to plan effectively. In the field of preventive medicine the pioneer 
work of the West Sussex Local Health Authority in connection with its vaccina- 
tion and immunisation programme has been outstandingly successful 
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Resources 

Let us turn now from objectives, needs, demands and what we seek to 
do, and consider the resources we must deploy in order to provide our 
services. 

The problems of finance are always with us — both personally and corporately 
— and the diffi culties are well known. I only want to note with satisfaction that 
whereas the proportion of the gross national product of the United Kingdom 
which was allocated to Health and Welfare was approximately 3'7 % in 1956, it 
rose slowly but steadily during the ensuing 10 years to a figure of just over 
4-6% in 1966. This represents a very considerable increase. While we can hope 
that the trend towards more generous provision for our service continues, I 
think it would be unrealistic to expect that any much larger increase is possible 
in the future and unwise to adopt any such assumption for planning purposes. It 
is of course vitally important for resource planning to know as far in advance as 
possible what finance will be available. Th i s may be difficult in the national 
context and the success of the Treasury in recent years in making more advanced 
information available has eased the planning problems considerably. 

When we consider our other basic resource, man and woman-power, we meet 
considerable difficulties in forward planning. Although we have figures which 
tell us how many people we now have working in the National Health Service in 
various categories, essential data on the numbers likely to be available in future 
in the highly skilled professional groups which we need to employ is often absent. 
It is the future supply of trained personnel rather than of money which will be 
largely decisive in determining the nature of the services we provide and this is 
particularly important in regard to medical staff because of the big role of the 
doctor as the person with clinical responsibility. 

Medical manpower is, in fact, an example of one group for which a sub- 
stantial amount of planning data is available and the Department has for some 
years been increasing the volume and quality of information. For instance, we 
now have tables covering all grades of doctor working in the hospital service, 
analysed by specialty, sex, age, place of birth, length of service in a grade and 
for some grades showing age on appointment. As we have firm figures for the 
input of graduates from British medical schools the supply of trained or partially 
trained doctors at any level can be assessed with some degree of accuracy so far 
as United Kingdom based men are concerned although the picture is distorted 
by the very large number of overseas doctors we employ. Nevertheless we have 
a fairly good picture of our “supplies” in this field. 

What we still require however, is information on the career path actually 
followed by doctors so that we can identify and analyse misuse of this scarce 
resource. For instance we must discover why it is that half of our Senior 
Registrar force of 1,369 (England and Wales at 30th September 1967) are aged 
over 35 and that 150 of them are over 40. Yet for the most part these are not 
“time expired” men because only 56 of them have been more than 5 years in 
this grade for which the conventional training period is 4 years. Furthermore, 
the last detailed examination of the numbers having more than 5 years service 
in the grade showed that a substantial proportion of them are occupying posts 
in famous teaching hospitals and were presumably “hanging on” waiting for 
particular “plum” jobs to be advertised. In that sense, therefore, they could 
not be regarded as victims of the system, but victims they certainly are in another 
sense for it is damaging to the individual and to the service if men cannot 
achieve appointment to an acceptable permanent career grade at a reasonable 

42 



Printed image digitised by the University of Southampton Library Digitisation Unit 



age, and I -would have thought that appointment by age 30 to 32 might be 
thought reasonable in this context. 

There are, of course, many difficulties over hospital staffing and manpower 
which stem from the growth of the registrar grade and the use which has been 
made of so-called “registrar posts” in the Service. These undoubtedly contribute 
to the senior registrar situation which I have described. However, the problem 
of the structure and organisation of the training grades — urgent and important 
as it is — is not the main problem with which we have to grapple if we are to end 
the present unrest among junior doctors and enable effective resource planning 
to be undertaken in the key area of medical manpower. Our main problem is 
now, quite clearly, the nature, structure and organisation of the permanent 
career grades in the hospital service and the relationship of those grades to 
career grades in other fields and, most importantly, to doctors working as 
principals in general practice. 

It is true that if the recommendations of the Royal Commission on Medical 
Education — the Todd report — were to be accepted we would see the introduc- 
tion of a new “hospital specialist” grade which would be much more acceptable 
than the existing medical assistant grade. But the way in which this new grade 
would fit in with the general structure is not at all clear and I do not believe that 
this innovation alone can solve our difficulties or provide the answer we need. 
In plain words, our problem is the consultant grade. 

The concept of the consultant grade has remained virtually unaltered for 20 
years since the Spens Committee reported in 1948 and — make no mistake — has 
served us very well. Had conditions remained static we should no doubt be wise 
to retain the concept unaltered for a further 20 years. But things have changed 
and the grade as it exists today no longer fits in with the practical requirements 
of the times. What is required is a new evaluation of the j ob to be done and of the 
relationship of the grade to the training grades and to other parts of the Service. 
At 30th September 1967 we had 22,547 hospital doctors (excluding an additional 
4,600 or so G.Ps. doing G.P. type work in hospitals) — 22,547 doctors of whom 
9,129 were Consultants or S.H.M.Os. with a special allowance and a further 
1,117 were Medical Assistants or S.H.M.Os. without an allowance. Thus the 
number without secure permanent employment in the service was considerably 
more than half the total force. 

There are also other anomalies about this grade and this is an example 
of a situation in which limited resources of trained manpower cannot be 
deployed to the best advantage and in which effective resource planning can- 
not proceed because an established manpower structure first requires basic 
revision. 

The Ministry of Health has been giving much urgent thought to this par- 
ticular problem recently and it is one on which we need understanding and co- 
operation from the medical profession both senior and junior. We need to see 
that changes which are needed are achieved by evolution rather than by revolu- 
tion and in my view all the signs suggest that the latter could be uncomfortably 
close. 

However, medical manpower and staffing is only one of the many manpower 
fields of which we have to take account and about which we need relevant data 
in order to develop resource planning, and I have cited it only as an example 
and one on which I have some knowledge. We need to know not only about 
doctors or about any other particular grade but about all professional and non- 
professional grades. Much new research and more data are required. 
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For planning to be effective it is no good having exhaustive and .'compre- 
hensive data for only some of the fields concerned. Resource planning involves 
the comparative use of resources in attaining a defined objective and the sub- 
stitution of one type of trained personnel for another can achieve a significant 
improvement in the use of resources. 

It is one of the big rewards for painstaking systems analysts or operational 
researchers or for those who seek to prepare the ground for effective resource 
planning that the preliminary processes involved can, and usually do, of them- 
selves reveal anomalies or inefficiencies which when corrected go a long way 
towards the solution of the main problems. It is clearly half the battle to have 
decided that a particular demand does in fact represent a real need, to have 
taken action to ensure that resources exist in a form in which they can be 
deployed without waste and to have an accurate assessment of the present and 
future supply and of the existing situation. 

Nevertheless the final task is far from easy and involves the relationship of 
resources to services provided. If we are to achieve our objectives with the 
resources available then the provision of a particular service cannot be justified 
solely on the basis that it is a necessary service or even that it is a good service 
which is both necessary and medically efficient. 

A service can only be justified if, being a necessary service which is medically 
efficient, it also constitutes a better use of resources to that end than some 
alternative. 

If all the resources and the results obtained from their deployment could be 
xpressed in terms of monetary value the problem of resource allocation would 
e much simpler and this sort of exercise would be just another application of 
he results of cost benefit analysis which is co mm on enough in industry and 
■where. Unfortunately, in the field of medical care not only is it extremely 
icult to set a value on the input of resources of the kind we deploy but it is 
virtually impossible to evaluate many of the “outputs” or “benefits” which 
ue to the individual or to the community as a result of the provision of a 
icular service. However the fact that this is a difficult task does not relieve 
f the responsibility of trying to adopt the principles involved and in going as 
> we can to apply these in part where this is possible and useful, 
hould like to start with a simple example. Let us suppose that medically 
echnically speaking it is possible to detect the existence of a particular 
ie and reach a firm diagnosis by more than one organisational method, 
ccessary examinations and investigations in each case might require more 
s time from doctors, nurses or technicians. Having accepted that any one 
haps 3 methods could achieve satisfactory medical and technical results 
Id be a problem for economic analaysis to decide which method should 
pted. Such economic assessment would involve the relative value of the 
f different types of staff involved in each method and the technique 
1 would be the one which was most economically efficient, 
th Service costs are in fact available which enable us to do such simple 
nic exercises and these are not only applicable to different ways of doing 
, within a particular branch of the Service but also to different ways of 
ving a defined objective by using facilities in different branches of the 
ee. 

ue simple exercise in economy becomes much more complicated and of 
ticuiar concern to the doctor when the “input” concerns the exercise of 
ical skill and judgement or when the objective is less well defined and can be 
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expressed less in terms of benefit to the individual than in terms of general health 
or community benefit. 

This year the Nuffield Provincial Hospitals Trust published a booklet entitled 
“Custom and Practice in Medical Care” which gave an account of a com- 
parative study of two hospitals in Scotland and in Maine, U.S.A., and in dis- 
cussion on operation for appendicitis pointed out that the average duration of 
stay for patients with appendicitis in Britain was 10-3 days as compared with an 
average of 6-4 days in the U.S.A. It was noted that in 1961 there were 142,384 
cases of appendicitis treated in British hospitals and that if it was assumed that 
all these cases were treated in hospitals classified by the Ministry as “mainly 
acute” then the cost of hospital care at £25 5s. lOd. per patient per week 
amounted to £5,508,409. Had the earlier discharge policy followed in the 
U.S.A. been applied here then the cost would have been £3,422,626 — a saving 
of £2,085,783, resources which could have been applied for some other 
purpose. 

Now of course there can be no question of telling surgeons how long their 
patients should be in hospital, but this theoretical example gives some idea in 
economic terms of the effect of medical policy on the use of resources. Obviously 
if, after being put in possession of the facts, sufficient numbers of surgeons 
decided that they could reorganise their procedures without detriment to 
patients in such a way that earlier discharge became generally established, then 
more resources would be available for the faster development of newer services. 
These released resources might — for instance — be used for haemodialysis and/ 
or renal transplantation for chronic renal failure or perhaps for more intensive 
provision for neonatal surgery. 

It is when we are faced with high cost developments which also involve the 
expenditure of a lot of the time of highly trained staff who are in short supply 
that it is so important and so difficult to assess real need and to decide the extent 
to which the results of applying resources in a particular way are justified. 

In June 1967 the Royal Society of Medicine held a symposium entitled “The 
Cost of Life” and published the papers and an account of the symposium in the 
November issue of the Proceedings of the Royal Society of Medicine (Vol. 60, 
No. 11, Pt. 2). In this most interesting publication there is a paper by Dr. 
D. N. S. Kerr of the Royal Victoria Infirmary, Newcastle-upon-Tyne, in which 
it is suggested that if all potential candidates up to age 54 were treated on 
intermittent dialysis, about £30 million per annum direct costs and over 10,000 
staff might be tied up in treating 23,000 patients. It was also pointed out that 
equally staggering indirect costs would be incurred, many of which would arise 
out of the need to deal with the complications which still beset patients on regular 
haemodialysis. 

In this particular case it can be argued that a considerable proportion of 
resources deployed in this field should be directed not so much towards the 
establishment of a comprehensive universal haemodialysis service as such, but 
more towards the development of that service in relation to and in concert with 
improvement in the techniques and efficiency of renal transplantation. 

Decisions on the speed at which a service should be developed and on how 
much of our resources should be allocated to possible alternative approaches 
are ones which can only be taken centrally on the best advice available from 
those best qualified to offer it. As medicine advances some of these decisions 
involve broad moral or ethical issues in which the com m u n ity as a whole is 
concerned and which cannot be decided on considerations of cost/benefit 
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assessment alone even within the limits which the nature of health care inmost 
on such methods. y 458 

Some of the criteria involved are universally understood and accepted by an 
overwhelming majority of the population which would for instance reject a 
proposal for euthanasia at a fixed age. The argument that development of some 
services should be pursued by the use of resources which would otherwise be 
expended in maintaining the health and prolonging the life of the very old, is not 
acceptable. In some instances, however, the issues are not so clear and the burden 
of decision is a heavy one. Nevertheless the practical situation demands that in 
future we pay more attention than we have in the past to quantitative assess, 
ment of the nature and extent of improvements in health secured by particular 
services and to comparative assessments of alternative ways of providing these 
Existing services must be included in such exercises and, for instance, it should 
at least be open to consideration whether the need for preventative and remedial 
care of children of school age is most economically and effectively met by the 
provision of separate School Health and General Medical Services or whether 
some new arrangement might avoid much duplication of effort and cross 
reference and conserve valuable resources. 

What are the lessons for future resource planning? 

I offer no clearly defined forward path but I think certain points do emerge 
which require our attention in the future. The process of resource p lanning 
requires a supply of adequate relevant data from which to operate and this needs 
improvement in many areas. Those of us who are responsible for planning and 
administering the Service must pay more attention to the interaction of medical 
and economic policies and to the identification of alternative programmes. We 
need the help of the professions in identifying real need, in formulating new 
staffing policies to fit modem conditions, and in the development of the norms 
indices and standards of use which will facilitate resource planning. All of us 
must accept the need for re-examination of old or traditional methods and the 
wmingness of the staff to accept new methods of working and new job allocation 
within these methods when this is indicated is crucial to the future. A positive 
education 81 effort will be required to promote more general understanding and 
acceptance of the need to apply the lessons of economics to the provision of a 
medical care service. 

Above aff, the economics of health must be explained to the general public in 
simple terms. It must be clearly understood that aff the services which are felt 
!! r ^! CaUy aecessaT y cannot be provided unless it is accepted that non-essential 
services, services of convenience and the non-essential aspects of essential 
services are curtailed or possibly abandoned altogether 

, _ ?! ngeS “ &e way “ which services' are provided and in the 

£££££« “* Pr0Vlded as rede P loym “‘ «nd concentration of 

rivht A PUbHc 311,1 of our own local community none of us have a 

n^it to claim that non-essential services shall continue to be Mine. a t 

“St 01 0 " r4 convenience if this means that 
needs of medical care cannot be met adequately elsewhere. 

b T D Urgin ® * e n f ed , f ° r a “» approach to the deployment of resources 
and for changes which should follow this. I should be very sorry tf ^y 
enthusiasm to promote changes which I believe to be in the best interests of the 

Si had ^ 1 Cmlit Where and to m 

basic feelings about the Service as a whole. ^ 
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The National Health Service is 20 years old and in common with many 
human teenagers is experiencing some of the difficulties of the transition to 
adult life. Certainly this is a time for reappraisal, for the turning over of new 
leaves, and for the adoption of more responsible attitudes towards some of the 
problems of the future. But it is also a time for celebration and congratulation 
on a childhood during which much has been achieved. 

If I may, I should like to give a personal birthday message to the National 
Health Service on this anniversary occasion as one might perhaps address a 
teenager of 20 years. 

I think I must certainly start in conventional terms and say “Very many happy 
returns of the day”. 

I would probably add: “You are not perfect by any means. There have 
certainly been a lot of teething troubles and growing pains through the 
years. Still, on the whole, it has not been too bad and I am sure you will 
cope adequately with the new problems which he ahead”. I think I would 
continue: “I do wish that you were a little less extravagant and had a better 
idea of the value of money; and you must try and look a little further ahead 
in this field than you have done in the past but on the whole I am very proud 
of you”. I think that would be my message, and on that I will close my 
paper. 

* * * * 

Mr. W. R. Jeffcott, Chairman of the United Cardiff Hospitals, opened the dis- 
cussion on Dr. Yellowlees’ paper. Taking up a reference to advances in medical 
science and to it now being possible to give far more medical and nursing care 
to many more people than our resources could sustain, he drew attention to the 
tremendous technological advances which had been made in other fields, 
particularly in industry. There, improved methods in production and distribu- 
tion had been deliberately devised not only to improve quality and service but 
also to reduce both costs and manpower. Stressing that he was speaking 
essentially as a layman, Mr. Jeffcott suggested that people were entitled to 
wonder why it was that almost every advance in medical science cost more 
money and demanded more manpower. 

Referring to what had been said about the objectives and obligations of the 
National Health Service, he said that while the objectives were clear and compre- 
hensive there seemed to be a built-in escape from our obligations because the 
need for treatment must be “reasonable in all the circumstances”. Within such a 
concept, the ethical, moral and sociological problems were enormous. Who was 
to decide that a man was to die because we could not afford to save him? If ten 
thousand fives could be saved, there was no doubt that the money could be 
found. This posed the question— where should the fine be drawn, and who 
should draw it? 

Referring to the difference between “demand” for medical services and 
“need” for medical care, Mr. Jeffcott illustrated his point by referring to dental 
services. In general there was not a pressing public demand for dental care; but 
if a service were provided, as had been done at Cardiff, demand was encouraged 
and stimulated. In assessing “need” prevention must be included as well as cure; 
“demand” should cover services which were not made significant by public 
pressures. 

It had been said that the Service might expect a small, though steady increase 
in the proportion of the gross national product allocated for its work. Would 
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implementation of the recommendations of the Royal Co mmi ssion on Medical 
Education depend on this small but steady increase? 

In considering the function of the central authority, there seemed a case for 
extension of central control to the setting up of the highly specialised and costly 
units. Central authority should be able to say “No” as well as “Yes” to some 
of these expensive projects. Only by so doing could the Service be rationalised 
and avoid duplication. The call for concentration of the hospital service was 
right. But it was necessary to explain the situation fully to the public so that 
they understood that improved services could only come from concentration 
because it was only in this way that the necessary savings in money and man- 
power could be achieved. 

* * * * 

One of the first points made in the general discussion was that in considering 
the problems of “need” and “demand”, the special position of the general 
medical practitioner had to be remembered. He was the doctor of first instance. 
In the main, patients referred themselves to him; hospitals, on the other hand, 
dealt with patients who were referred by their doctors. The general medical 
practitioner had the opportunity to know his patients better than anyone else; 
and he was best able to appreciate the various factors which entered into the 
creation of demand for service. These included the personality of the patient and 
his general background which in its turn was determined by traditional values, 
attitudes of friends, family pressures, and the literature and press of the day. 
There were matters here for sociological study and for consideration by the 
executive and by the politicians. Ignorance of these factors led to anti-patient 
attitudes. Wide dissemination of information about these factors to Service 
rersonnel and not only to doctors was needed in order to improve their under- 
handing of patients. 

Another speaker, taking up the question of planning resources said that while 
of necessity planning had to be done centrally, the development of resources and 
the use of them was essentially a local matter. At the same time, resources could 
not be planned unless there was an understanding of how they were going to be 
used. Management training had a part to play here and there was a plea for 
more younger hospital doctors to be sent on these courses. 

There had been discussions about, on the one hand, shortages of doctors and 
nurses and, on the other hand, increases in numbers of patients and out- 
patient sessions. The Service was not going to get very much more of the gross 
national product and the problem which had to be tackled was the management 
one of trying to relate shortages to demand or need. From a management point 
of view, “demand” and “need” were indistinguishable. In this connection, the 
work of Management Committees and their officers had to be examined. Com- 
mittees had to understand that it was their responsibility to get priorities right 
and not to waste the time of people who ought to be pla nnin g for the future. 
There was support for this from other speakers and the point was made that 
Committees ought to have confidence in their officials and delegate responsi- 
bility to them. If regulations were a hindrance in this respect, central action 
should be taken. The further point was made that while Committees should be 
concerned with policy and leave details to their officers, it was part of their 
responsibility to watch the needs of patients and their happiness. The world of 
the patient was not considered enough and it was the duty of members of Com- 
mittes, as laymen and women, to remember the patients’ needs. 
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Referring to the question of finance, one member thought that the Con- 
ference was in danger of overlooking the fact that the country had not yet solved 
its economic difficulties. It had yet to be demonstrated that devaluation would 
work. It would accordingly be wrong and, indeed, dangerous to take it for 
granted that as much money could be spent on social services in the future as 
was being spent at the present time. The proportion of the financial resources of 
the public sector allocated to the National Health Service could be too high, not 
necessarily too low. He also took the view that within the total amount available 
the balance of provision might be wrong. If greater emphasis were put on pre- 
vention more people might be kept in productive employment and this might 
lead to a reduction in the demands on the other branches of the Service. If this 
were so, present priorities ought to be changed even to the extent of having a 
greater degree of “make do and mend” in the hospitals. 

Another speaker suggested that consideration ought to be given to the raising 
of funds from sources other than taxation. It was not clear how future man- 
power and financial requirements were going to be met. 

The attention of the Conference was drawn by another speaker to the number 
of subnormal children in hospitals and the proportion of all hospital beds which 
was allocated to mental disorder. There were also other patients who were in 
hospital for custodial reasons only. Costs could be reduced by the use of hostels 
and proper co-operation between hospitals and local health authorities. Yet 
another speaker thought that it was necessary for decisions to be taken on which 
services could and which services could not be supplied under the National 
Health Service. In this connection reference was made to the need for a dentist 
to get the prior approval of the Dental Estimates Board before embarking under 
the Service on certain kinds of treatment. 

* * * * 

Dr. Yellowlees, replying to the discussion, said that a number of speakers 
seemed to have been under the impression that he was of the opinion that there 
was no local job to be done in connection with resource planning. This was not 
so; resource planning had to be done at local as well as central level. It was not 
just a question of use of resources. It involved the interaction of the medical 
and technical sides of the Service together with the financial side. 

On the question of which services were necessary, he said that it was axiomatic 
in the Health Service that the necessary services were provided. The point 
turned on the meaning of “necessary”; this was what the discussion was about 
and different people would reach different answers. 

He recognised the very difficult and human problems which existed in relation 
to severely disabled children and old people, but suggested that this was a 
problem for each community to deal with in the first place rather than the 
Ministry. Questions could only be answered as the Service evolved. 
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Session 3, Part II 
Resource Planning 

Dr. J. O. F. Davies, C.B.E., 

Secretary, Central Committee on Postgraduate Medical Education 

I am going to concentrate on the optimal use of existing resources which, as Dr 
Yellowlees says, are primarily manpower and money. The strange thing here of 
course, is that the better use of our manpower is quite likely to lead us into the 
expenditure of more money. “Productivity”, which in industry will probably 
lead to making more money, may in the case of the Health Service mean spend- 
ing more money. An example of this is that the quicker the turnover of patients 
in hospital the higher the cost per patient week. I am particularly conscious of 
this, perhaps, because my former region has always figured prominently in the 
press as the one having the highest cost per patient week. The press never 
elaborates, of course, that it has the lowest cost per patient treated and the 
highest turnover of any region in the country. 

I was grateful to Dr. Gibson for drawing attention to our need to see the 
health problems of the district which we serve as a task not only for hospitals 
general practitioners and local authority personnel working together not 
separately, but also for voluntary bodies and indeed the public, who must share 
m our work. Many, if not all, the ideas for providing a better, or increased 
service by the hospitals involve placing additional tasks on those working out- 
side the hospitals and it is essential to talk with them and involve them at every 
stage if we are to be successful. 3 

I had wondered for some time before starting to prepare this talk how I 
should approach it. My interest in the past has obviously been mainly on the 
hospital side. I thought of the surgeon who operates on patients with a hernia 
and discharges them the same day and of how much better it would be if he 
could get everybody else to behave in the same way in suitable cases. Then I 
thought of the other people, apart from his immediate team, on whom the 
surgeon is really dependent for success-the hospital administrator engaged in 
making some of the arrangements and perhaps finding additional money the 

° f P Si SUrge ° n *** wh0 P robabl y have to make arrangements for 
the occasional patient to stay in; the district nurse who would visit the home and 

^■^ ne r!i, PraCtItl0ne i ^ h ° W0Uld have t0 0816 for ^ P atien t under the super- 
IThSn/ R ^ wned on me 11184 1 was seebl g treatment of this kind 

as being all due to the efforts of one man, whereas in fact it is due to the co- 

« e effort oftbe “d all who work with him inside and outside the 

t^Sr 0 "’ iS 5“ 10 r ke 1116 0ptimal use of «*ting sources 
nnW , community must be seen and considered as a whole; that the 

mana g emen t and that this involves accelerating 
8 1 ge4her ° f tbe arms of the Service which is taking place in many 
parts of the country. In the suggestions that I have to make for using present 
resources more effectively this idea will be behind everything I have to sTy and 
I hope you will consider them in this light y ’ 

Healft W d l ffiC 1 !l Pay tlibUte *° ^ Way in wbicb 311 branches of the 
Health Service have been moving towards making the optimal use of their 

emtag r^oumes. Dr. Reid has told you of the variety of dS that h^e 
been forged between the public health services and general practitioners; how 
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public health staff have been attached to individual practitioners. I do not 
propose to go over this ground again but I am very conscious of what has been 
achieved in the better use of available resources by local health authorities. 

General practitioners have grouped themselves together and are moving 
towards the large practice groups forecast by the Royal Commission on Medical 
Education which will have economic and professional advantages, as well as 
advantages for patients, and the upsurge of interest by general practitioners in 
health centres in the last few years, although they were first mentioned by 
Beatrice Webb about fifty years ago, is truly remarkable. 

The hospital services treated, over the ten-year period 1956-66, 36% more in- 
patients in a slightly reduced number of beds. Indeed, our progress since 1948, 
as measured by the increase in patient turnover, is the equivalent, according to 
Avery Jones, 1 of having built one hundred 800-bed hospitals, and this at a 
time of complexity of medicine as you have heard it described by Professor 
Butterfield. This is no mean feat. It has been achieved by shortening the stay in 
hospital, early ambulation, powerful drugs, more effective management and the 
most devoted service by staff of all grades. Let us not be mealy-mouthed about 
this last. 

Criticism has tended to be levelled at the way in which the Service has failed 
in efficiency because of the division between the different branches but it is only 
when one looks at the whole that one realises how great a movement through- 
out the twenty years there has been towards co-operation. And co-operation, of 
course, is what we have to have. We may change the administrative structure of 
the National Health Service, but without co-operation we may not be much 
better off than we are now and I come back to my thesis that so far as possible 
the district must be seen as a whole. 

In the fight of what has already been achieved how can we now use our 
resources to even better advantage? Inevitably, since the hospital service is 
the most costly and sophisticated, it must be here that we mainly look for 
pointers to better management. 

Admission to Hospital 

The complexity of medicine and the dependence of one specialty on another 
is now such that effective hospital medicine can really only be practised in the 
district general hospital with all the disciplines represented. This is not happen- 
ing now and we must find some way of dealing with the many patients who are 
kept in hospital for other than medical reasons. It has been shown many times 
that between 20% and 40% of patients in hospitals at any one time are really 
“self-care” patients, many of whom are, or could be, up and about. Discharge 
may be difficult to arrange for a variety of reasons but a visit to hospital by a 
district nurse or a health visitor to discuss with the nursing or medical staff the 
home situation and the needs of the patient may well go some way towards 
freeing beds. 

Duration of Stay 

There are at present wide discrepancies between durations of stay for the same 
condition at the same hospital and, curiously enough, in the practice of the 
same surgeon working in different hospitals. Some hospitals accept early dis- 
charge and practise it. But in hospitals where early discharge is as yet a new 



1 The Hospital, Vol. 63, No. 6, June, 1967 pp. 217-220. 
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feature one way of preparing for it is to have a trial period during which patients 
are allocated to an early discharge group but retained in hospital. At the time 
of discharge the period between possible early discharge and actual discharge is 
examined and the problems reviewed to see which had arisen capable of being 
dealt with only in hospital. These trials of early discharge do in fact lead to an 
early discharge policy. 

The early maternity discharge scheme initiated by Theobald 1 in Bradford 
actually provided the margin to improve ante-natal treatment and reduced 
toxaemia deaths. Even so, maternity apart, there are a number of other 
countries, notably America and Switzerland, where the duration of hospital 
stay is much shorter than that in this country. We have known for a long time 
that if the length of stay in all regions could be reduced to that of the shortest, or 
even the performance of all hospitals in one region could be brought up to the 
same level, many more patients could be treated in hospital. 

Changes in treatment may alter the picture, too. George Fegan of Dublin 
introduced some years ago a treatment by injection of varicose veins, 2 which I 
understand has been tested and found to be effective over the last few years. In 
1966 it was estimated that 70,000 bed days were saved by the adoption of this 
technique. 

A number of general hospitals have in the last seven years led the way in the 
admission of patients to hospital for a period of treatment of five days. This was 
not a situation of choice but determined by the non-availability of nursing staff. 
Nevertheless, the situation was turned to advantage and now there is a whole 
range of experience of the kind of patient who can be admitted on Monday and 
discharged home on Friday with safety. Again this involves the collaboration of 
he general practitioner and the local authority services. 



)nt-patient Services 

I want now to say something about out-patient services. I wonder if some of 
te post-operative reviews involving the attendance of patients in the out- 
atient department are essential if we have to spread our medical skills? If the 
atient were told what to expect in the recovery period and where to go, either to 
is general practitioner or to hospital, if anything untoward occurred, might we 
ot cut on these re-visits? Is it true that junior medical staff have some hesitation 

I discharging re-attenders from the out-patient department? Might restricting 
:>me of the re-visits, combined with senior medical opinion readily available, 
:duce the total of attendances and allow of the easier attendance of more new 
atients? 

Are there not a number of conditions in which patients receive dual care from 
teir general practitioners and the hospital? A national survey of hospital 
ractice 3 showed some hospitals never discharged a patient with diabetes, doing 

II the follow up themselves. Other hospitals discharged patients to the care of 
teir general practitioners, while still others discharged their patients with an 
rrangement for a yearly review. 

General practitioners must be aware of the hospital policy if they are to play 
full part in the care of their patients. 

I was going to say something about day hospitals but you have already heard 
x>ut them today. Suffice it to say that I think in due course, with adequate 

1 B.MJ., 19th December 1959. 

2 The Lancet, 29th February 1964. 

* Unpublished, Ministry of Health. 
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facilities, every general hospital can develop a day hospital, apart from the 
particularpsychiatric and geriatric hospitals which are now doing such a good job. 

Diagnostic Services 

Our diagnostic services are under hard pressure. Both in-patient and out- 
patient services are very dependent on laboratory and X-ray services and the 
volume of work of the diagnostic departments has increased beyond imagina- 
tion. Whilst there are considerable fluctuations in the demands on these depart- 
ments, these are capable to some extent of being predicted. Although X-ray 
departments have appointment systems, and laboratories have solved some of 
their problems in the recruitment of technicians by automation, these are not 
enough to help them out of their difficulties. 

How often do the main users of diagnostic services consult regularly with the 
suppliers? Much profit might come from discussions between users and 
suppliers. 

Many letters from doctors to consultants are not opened until the patient 
presents himself in the out-patient department. If it were possible to arrange for 
letters to be opened and read beforehand, this, combined with open access by 
general practitioners, together with locally agreed and published policies, might 
help both the diagnostic and out-patient departments to function more 
efficiently. 

Manpower Conservation 

When considering the conservation of manpower, one of our two basic 
resources in short supply, the attendance of consultants at peripheral clinics, 
needs careful evaluation to see whether consultant time is being used economic- 
ally. Many such clinics are much less well attended than those at the main 
hospitals; they do not as a rule possess facilities for investigation and attending 
them may involve a great deal of travelling for the medical staff. However 
desirable they may once have been thought, choices may now have to be made 
as to how best to use highly skilled time. Similarly, operating sessions at small 
peripheral hospitals, where there are not full facilities, seldom allow as useful a 
day’s work, or as effective post-operative supervision, as in the main hospital. 

Whilst no one wants to disregard patients’ travelling time, it may in many 
circumstances make for the more efficient use of consultant time if patients in 
fact do the travelling. This, of course, would make even more important an 
effective appointment system in out-patient departments,. 

Discontinuing a service is in many cases difficult and the clamour raised, often 
in mistaken pursuit of convenience at the expense of efficiency, tends to prevent 
this being done. Nevertheless, there are many occasions now, and there may well 
be more over the next ten years, when this is the best thing to do, call for 
courage as it may. 

Divisional Systems 

I want to say a word on the divisional system. Dr. Reid waved the “Cog- 
wheel” booklet at you this morning and although he touched on its contents 
perhaps you will allow me another few words on it. 

The first report of the Joint Working Party on the Organisation of Medical 
Work in Hospitals 1 recommended that medical staffing in hospitals should be 



i HKS.O, 1967. 
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remodelled on the basis that members of specialties falling into the same 
medical or surgical categories should be grouped to form divisions, under the 
chairmanship of one of their number. The proposals of the Working Party have 
on the whole been well received and have as their intention the better manage- 
ment of medical resources within the hospital. 

The functions of the division will include the review of the use of hospital beds 
against the background of the community needs and the organisation of out- 
patient and in-patient services. They will include also a review of clinical practice 
and the organisation of vocational training and further development of post- 
graduate medical education. They are not meant to reduce the clinical freedom 
of the individual consultant but only to set before him the facts of the division’s 
performance. One of the chief intentions in this change is that bed allocations 
should be flexible as between consultants and that there should be movement 
away from the fixed allocation of beds to which Mr. Freeman referred and from 
which he would wish to depart. 

I do not propose to dwell on this divisional structure. I have been greatly 
cheered by the general acceptance of the ideas put forward, particularly by the 
acceptance of them by officers of the Hospital Management Committees and 
hospitals themselves. I have no doubt in my mind that the Secretary of a hospital, 
an H.M.C. or a Board of Governors has a most important part to play in the 
effective performance of hospitals and that he should be involved up to the hilt 
in the formulation of policy of all kinds and completely in the picture about 
what goes on in every department of the hospital. His contact with the com- 
munity services needs to be continuous to be effective and unless one has 
experience of the job which these men carry out one is surprised at how much 
they are responsible for the smooth running of hospital services. 

The General Practitioner and the Hospital 
I should now like to refer to the relationship between the general practitioner 
and the hospital. 

The future of general practice has been the source of much speculation in 
recent years but in this country there is no large-scale movement towards direct 
access to a consultant Patients, save in emergency, still reach the specialist only 
on the advice of the general practitioner, who chooses the specialist to whom he 
sends his patient. These two groups of doctors are not in competition with each 
other; their division is one of function within the profession and individual 
members are more or less dependent on the others. This is a recognition of the 
impossibility of one doctor being solely responsible for the care of patients. 

The relationship of the general practitioner to the hospital service has still 
to be worked out I am not giving you any solution to this problem but just 
suggesting four possibilities. 

Should the general practitioner have total clinical control of patients in 
acute beds, with access to consultant advice as required? 

Should he care for patients in hospital beds suitable for illness normally 
treatable at home but for which the social situation demands admission to 
hospital, the clinical control to be entirely that of the general practitioner? 

Should he have an association with a hospital team which brings his 
expertise into hospital for the benefit of patients in special departments? 

Should he pursue a special interest, with an appointment to the staff of a 
hospital for part of his time? 

It may be, of course, that we can use all four of these ways of associating the 
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general practitioner with the hospital. I can see the Chief Medical Officer looking 
a bit glum here and thinking that I do not know that the hospital service got 800 
additional doctors last year while general practice got 4. We are really looking 
a long time ahead, however, and I am not expecting this to happen next year, 
but I am sure that the general practitioner should have as much association as 
possible with the hospital service. This is part of my thesis. 

The role of the cottage hospitals is not really clearly defined. Their present 
siting is based on local history and the communities now possessing them would 
not necessarily be those having the highest priority for in-patient facilities if the 
position were to be looked at afresh. 

Various methods of organisation are being introduced into group practice and 
theoretically better organisation should make available to general practitioners 
more time for new interests. This time saved is available for other purposes but 
it is important that it should not be used on tasks which might be undertaken by 
other workers in the medical field. The role of the general practitioner needs to 
be examined in the light of optimal use of medical manpower and the unifica- 
tion of medical effort. 

Many of you may be interested in the integrated Health Service which is to be 
based on the district general hospital of the new town now being built at 
Livingston in Scotland. Staff appointments have been made available to general 
practitioners who work from one large health centre and a number of sub- 
sidiary centres. The main centre will house the normal local health authority 
services and provide diagnostic facilities for general practitioners working there 
and at the subsidiary centres. Each practitioner will develop some special interest 
which he will exercise in his hospital duties. This may be a pattern which could 
usefully be followed south of the border. 

Operational Research 

I should like to say a word or two on operational research before coming back 
to my thesis. 

Both Dr. Reid and Dr. Yellowlees have emphasised the need for factual 
information and Dr. Yellowlees has mentioned the Hospital Activity Analysis 1 
which is now under operation in whole or in part in some 60% of Regional 
Hospital Board areas. This aims to provide factual information on what 
happens in wards and a feed-back of this information to the individual hospital 
or group, such as a complete diagnostic index and details for each consultant 
summarising patient load and other clinical facts which by design have been 
recorded. To be effective, of course, this information must be provided soon after 
the event. 

It is hoped that a suitably modified hospital activity analysis will in due course 
provide a feed-back of information to clinicians about individual patients, 
thus relieving them of what is often a daunting task at the present time when they 
wish to abstract for study perhaps 100 or 200 cases of whatever condition they 
particularly want to investigate. 

The most outstanding example of close examination of work done — for that is 
what we mean by feed-back — is the confidential enquiry into maternal deaths. 
This has been undertaken now for a number of years and the results are pub- 
lished every three years. 

The true maternal deaths for 1967 are one third of the number which would 



1 Benjamin, B., Pro. Roy. Soc. Med., i967, 60,809. 
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have occurred had we still the same death rate as in 1950. There were 170 deaths 
last year, including abortions, and the death rate without abortions is as low as 16 
per 100,000. 1 am sure that it is generally accepted that this close examination of 
work done is very worth while. 

We are moving into the era of automatic data processing and before long each 
Regional Hospital Board will be assisted by a computer so that it will be 
possible quickly to retrieve information which now once recorded is often lost 
forever. 1 

The provision of sound statistical data concerning work performed is the basis 
for operational research in any context. Dr. Yellowlees has told you that funds 
are being made available for operational research and indeed some 200 studies 
are in progress. Here I should like to pay tribute to the Nuffield Provincial 
Hospitals Trust and the King’s Fund, which for so long have devoted their 
energies and their finance to work of this kind. 

There are two main problems about operational research; the first is to find 
the people to carry it out and the second is to prepare the people with whom you 
are going to work for the research you intend to undertake. Studies of this kind 
do tend to arouse, unless carefully presented, quite deep emotion. I know how I 
felt some years ago when my department underwent an “organisation and 
method study, which, whilst not operational research, arouses similar feelings 
in ffie person being studied. The best results tend to come when the need for 
study is put forward by those being studied. In one large hard-pressed 1 000-bed 
hospital a recent investigation by the staff themselves showed that there were 
200 empty beds every night; 80% occupancy of 1,000 beds means just that. A 
group .finding the problem for itself will be receptive of suggested solutions 
I flunk we need to look at the way medical staff at all levels work, with a view to 
naking them work not harder but more efficiently and in many cases more easily 
Similarly with nursing staff. The Prices and Incomes Board recently told us 
hat there was no overall shortage of nurses but that they were not being 
iroperly used or deployed throughout the Service. Nurses are in fact learning 
nore technical skills all the time, for example monitoring electronic equipment 
n intensive care units ’ f 

Mi( l wives Board has recently agreed to midwives extending their 
v “P^ 0118 not Previously performed. And many nurses now 

ldotake tasks at one time thought to be the prerogative of the doctor 

ToT-m T CfUeVe mUCh m ° re by Between nurses and 

octors in hospital. To my shame it was not until 1966 that I brought my nurs- 

'-ting 5017 COnUIUttee and my me dical advisory committee together at one 

and Physiotherapy departments, and in the 
nfn^f i, dy 0311 pve Us more ^mcal time. We are greatly 

f Ac Professions supplementary to medicine and any investigations 
'h “tend their expertise are well worth while. 8 

ffid'S f HCaWl Se !? iCe “ * erms of Personnel is such that there 

velonment ^ ^ m “P ower l stQ< hes unit responsible for the analysis and 
„r ^ research and Perhaps also responsible for carrying it 

ut directly or indirectly, using, say, university departments. 8 

riorities 

vithXnublk^uh&o 111 - "5° We f d today aat we must have discussion 
h the public. Public opimon does much to influence priorities and in so doing 
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the quality of care in medicine. In maternity provision we are steadily moving 
towards complete hospitalisation and this is clearly now to everyone’s satis- 
faction. Increasingly is there acceptance of early discharge from hospital after 
confinement or after certain kinds of surgical operation. 

Public interest in the problems of sick old people or in the mentally sub- 
normal is nothing like so great. Interest in mental illness has grown with the 
years in the National Health Service and the number of doctors in this field has 
grown with it. 

The number of doctors in geriatric medicine however, is woefully inadequate 
and yet this form of care, far from diminishing, is going to grow for many years. 
The fact that half our beds are devoted to geriatrics and psychiatry does not 
mean that half our staff should similarly be allocated. But there seems to be a 
general acceptance that the staffing of our hospitals for psychiatric, geriatric or 
mentally sub-normal patients is inevitably difficult on the nursing side. 

One can add to these groups the young chronic sick. 

Our share of the gross national product has gone up from 3-7% to 4-6%. If 
this share is not to go up steadily it means that choices have to be made. 

Nobody wants our hospitals to lag behind in advancing the growing edge 
of medicine. The funds to support such advances should, however, be separate 
from those needed to support the kind of activity which I have now mentioned. 
Both the Medical Research Council and the Ministry of Health do of course 
support research in just this way. 

But the situation remains that public opinion can influence priorities and 
consequently resources and thus, in the end, the quality of care given. 

Public opinion can, of course, be influenced by open discussion of the points 
at issue. Indeed there is no other way of influencing demand save by open dis- 
cussion. The effort and efficiency with which the public is kept informed about 
the facts of health education and the proper way to use the services will in large 
measure determine demand for service. 

The Community and the Hospital Service 

As I have said already, there is a recognition of the impossibility of one doctor 
being solely responsible for the care of patients. 

Generalist and specialist practice, then, must become increasingly inter- 
dependent as the sophistication of medicine increases. This cannot be achieved 
with all the specialists inside the hospital wall and hardly ever looking, out. 
There must be a meeting ground and the development of more than 200 post- 
graduate centres in regional hospitals since 1961 offers one hope of providing this. 

Our thanks are again due to the Nuffield Trust, which has done so much in 
furthering postgraduate medical education. 

We are moving towards the concentration of hospital services on district 
general hospitals but we cannot treat the hospital as an organised centre of 
unorganised unscientific medicine outside its walls. The district must be 
regarded as being served by the district hospital and a complex of group prac- 
tices, with all the doctors working in them meeting in the postgraduate centre, 
within which there is a free flow of information in both directions. 

“Best Bny” Hospitals 

The new “best-buy” hospitals, 1 and I am sure most of you will have heard of 



1 The Lancet, 6th April 1968, p. 761. 13th April 1968, p. 113. 
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them since the Minister has appeared on television demonstrating them, have 
been devised by the Ministry. There are two of them, identical, and they will be 
built at Bury St. Edmunds and Frimley. Though conceived as a technique of 
cheaper and quicker building, in which we must all be interested, much more 
important so far as my thesis today is concerned is that they are based on the 
concept of area planning which will bring about an integrated system of medical 
care. 

These new hospitals will provide half as much again in the way of out-patient 
facilities, diagnostic departments and operating theatres in relation to beds as is 
being provided in our newest hospitals now. 

The intention is to provide special facilities for investigation and, where 
possible, treatment of patients in the out-patient department. There have been 
pioneers who have undertaken day surgery for many years. The number of their 
followers steadily increases. But these facilities are not for surgeons only. 

Nobody wants patients to be discharged home early, or on the same day, to 
circumstances which are inappropriate, and in every case it will be necessary to 
make arrangements beforehand with general practitioners and local authority 
services. The “best-buy” hospital will work only if it is seen to be part of a 
larger whole. 

This concept of area planning will carry the hospital into the community and 
will allow of the involvement of the general practitioner in hospital clinical work. 
Involvement in early discharge schemes, with access to diagnostic services which 
the G.P. now has, and will have increasingly in the future, and the developments 
in postgraduate medical education and of health centres, are steps towards over- 
coming the professional isolation from which the general practitioner has 
suffered, and these same steps provide an opportunity for some of the specialist 
knowledge that is applied to hospital practice to be diffused more readily into the 
general practices. 

The techniques, then, by which we can hope to measure up to the tasks before 
us are predominantly those which bring about a situation in which the arms of 
the Service work more closely together. As I have said before, we can only look 

0 better management of our resources to meet the problems ahead since the 
ossibility of any substantial increase of personnel in any short period of time 
! simply not with us. 

I am sure that this better organisation to which I refer is open to us and is well 
nthin our capacity. 

* * * * 

lr. R. Brinley Codd, Treasurer of the South-East Metropolitan Regional 
lospital Board, opened the discussion on Dr. Davies’ paper by referring first 
f all to his references to the need for better management. Everyone who had 
ontrol over resources was a manager, whether the fact was realised or not. 
toe wondered whether doctors generally appreciated their function as managers; 

1 fact, they had the use of resources in every clinical decision they made and it 
-as just as important that doctors, as well as all other staff, should see fully the 
eed for effective management at all times. 

To be a better manager, a doctor needed certain information. He ought to be 
provided with details of the cost of in-patient care, out-patient care, and of the 
running of the various medical service departments. These costs needed to be 
linked with clinical information to be meaningful; in other words, as Dr. Davies 
had said, “sound statistical data of work performed is essential”. 
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But it was in future planning as well as current activity that resource planning 
■ots an important matter. There was a need for co-operation and for a multi- 
disciplinary approach on the part of all hospital staff for the effective use of 
resources whether these resources were labelled as capital or revenue. For the 
proper planning of a capital programme, consortia of officers including those 
representing medical, administrative, financial, nursing, architectural and 
engineering interests were necessary. In planning revenue expenditure year by 
year a similar approach was needed as it should he directed towards total 
resources, not merely the annual revenue increase. 

It had been said several times that resources were insufficient. But in the exist- 
ing economic climate the ever-increasing financial burden resulting from 
advances in medical science and technology could be met only by the elimination 
of waste and the promotion of efficiency. The way out did not lie in cutting back 
on maintenance programmes: this was false economy. 

Mr. Codd reminded the Conference of various instruments of financial control 
—budgetary control, management accounting and costing — and of the pending 
publication of hospital costs for 1967/68 which, for the second year, would be 
on a common basis for every hospital in the country and show full departmental 
accounting. But it was one thing to produce costs and another to use them 
intelligently and effectively. Far too often attention was paid to the average costs 
of a hospital of a certain type and investigations confined to those hospitals 
which were markedly above or markedly below the average. Increased revenue 
allocations had been sought because hospitals in a group were low-costed. But 
costing results should not be considered as indications of inequality of revenue 
allocation, measures of need, or measures of efficiency; hospitals were not 
comparable one with another and overall figures could not be used as yard- 
sticks. To help assess the right cost for a hospital it was necessary to evaluate 
its activity, that is, take into account the distribution of beds by specialties, bed 
occupancy, length of stay, turnover interval, the strength of medical and nurs- 
ing staff, the quality of management and the workload falling on the various 
medical service departments. Of these, quality of management was perhaps the 
most important. There was a need for an extension of the activity of the 
Ministry’s Central O. and M. Department in conducting detailed surveys into 
management at hospitals. Hospitals themselves should apply the same 
techniques. 

The requirements of management called for a unified career structure for the 
hospital service, particularly in the administrative and financial branches. The 
present standard of recruitment was very poor. The Whitley Councils should 
turn their attention to this matter. 

Reference had been made to the use of computers which had been used for 
financial work for four or five years. They were, however, only slowly being 
used for hospital activity analysis and patient monitoring. It had been said that 
hospital activity analysis was operating in 60% of regional areas at present; 
while this might be true, it was not operating in depth and there was a long way 
to go before standardisation would be effective. At the same time it had to be 
remembered that computers were undoubtedly expensive tools of management. 

* * * * 

Professor Butterfield intervened in the general discussion to say that it was 
unfair to surgeons and the producers of modem drugs to imply that advances 
in medicine always cost money. It was these people who had enabled the Health 
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present in training were excellent material and they were enthusiastic. There 
was no need to be down-hearted about the quality of administrative recruits. 
On the clerical side, there had been an improvement in quality, if not in quantity. 
The future was hopeful. 

There was a strong plea by one speaker for a re-examination of the activities 
of the separate branches of the Service before integrating them into a new 
structure. Each branch had changed immensely in the last 20 years — the 
hospitals had become increasingly specialist there was a revolution under way 
on the general practice side and local health authorities were encompassing a 
tremendous range of functions some of which were difficult to identify and 
define. Without a review of what each branch was doing today some vital 
function might go unrecognised and a corresponding need would not be met by 
the Service in its new form. 

* * * * 

In replying to the discussion, Dr. Davies said that he agreed with all the 
remarks that had been made about the need for doctors to be made more aware 
of their function as managers. If they called for investigations, or if they under- 
took treatments that involved the use of people, materials, equipment, time, etc., 
they were managers, whether they knew it or not. One of the aims of the “Cog- 
wheel” Report was to bring home to consultants that they were managers. If 
they realised that they were using resources in this way and were conscious of 
being managers, they might do the whole task much better and much more 
economically. The last chapter of the “Cogwheel” Report referred to the need 
to indoctrinate those who were to be chairmen of divisions, and there were a 
number of courses that were planned experimentally to see the kind of useful 
teaching that could be given to consultants on management in medicine. 

On the question of empty beds, either a common admission ward or a com- 
mon discharge ward might well improve the situation. But it was very difficult 
to persuade people to take a ward and turn it into a discharge ward. The 
solution was quite often to have a different working pattern, to cull some of the 
existing resources and put them to another use. In a large hospital it should be 
possible from within existing resources to make necessary changes. 

The idea of determining bed requirements on an area basis could be agreed. 
It was a fact that in the “best-buy” hospitals to which he had referred the acute 
bed provision was approximately two per thousand and not three per thousand 
as recommended in the Hospital Plan. While he would have every sympathy 
with the idea of experimentation, if it were practicable, in certain well-defined 
and prescribed local areas, it would not be easy to set in motion. 

On the question of keeping personnel in the Health Service, job satisfaction 
was more important than pay. There were much better prospects of holding 
personnel if jobs which were not filled could be orientated or re-orientated to 
provide job satisfaction. 



a-tif 
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Session 4, Part I 
Manning the Service 

Mr. A. D. Bonham-Carter, T.D., 

Chairman, Board of Governors, University College Hospital 

On 12th March 1968, the Minister of Health was asked, in the House of 
whether he had any plans to mark the twentieth anniversary of the 
he wa 0f ae Natl0na l He . altl1 Service - In a written reply, Mr. RobinsonZdftat 
he was arranging a Conference. He added that his intention was not onlv to 
s , tag ® m the development of a great service but also more 
importantly, to help to shape and fit the service for the tasks that lie ahead 
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Two things come out of this. The first is the o, , 
and lasting objection to anything 
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hitherto, at any rate, it has only been acceptable when there is a crisis of a kind 
which is clearly recognisable by everyone as a threat to the way of life of the man 
in the street — e.g., a modern war. The second is that, as a moment’s reflection 
will show, times of unemployment have not been conducive to progress towards 
a manpower policy (e.g., the decade before the war) so that when, in times of full 
employment, one has really needed it, it has not been there. 

I have asked you to approach this problem of manning the National Health 
Service in this way because I think it is necessary to understand something of the 
difficulties which faced the Ministry of Health in 1948. They took over with a 
stroke of the pen, as it were, hundreds of hospitals of all kinds, many of which 
were already inadequately staffed and they had no reliable estimates of future 
demands. 

With this unpromising start, the achievements of the last twenty years are 
worthy of our attention. I do not propose to trouble you with a host of figures 
and I must bear in mind that my concern is manpower, but manpower repre- 
sents some two-thirds of the money voted for the Health and Welfare Services so 
the financial figures are highly relevant. 

In the last ten years, for example, the Health and Welfare Services’ share of 
the Gross National Product has risen from 3-7% to 4-6%— an average increase 
of 0-09% annually. If this does not strike one as being substantial, it should be 
remembered that in 1966 (the second of the two years I have mentioned) 0T% 
was of the order of £30 million. 

Let us look at this thing from one or two other angles. In 1953, the Medical 
and Dental Services employed 2’9% of the insured population and 6-7% of 
those in the public sector. Ten years later the comparable figures were 3-6% and 
7-6% respectively. These are both increases of some importance. Alternatively, 
look at another vital series of figures. In the five years 1955 to 1959, the intake 
of the medical schools was 9,600; the expectation is that in the current quin- 
quennium, 1965 to 1969, the comparable figures will be 13,000 — an increase of 
35-4%. On the nursing side, the total number of hospital nursing staff in 1955 
was 165,862 — in this case I have the 1967 figure, which is 252,509 — an increase 
of 50%. 

It is not part of my duty to go into any detail of the many new hospitals, out- 
patient, casualty and diagnostic departments which have been brought into the 
Service since 1948; but I do want to remind you that they all have staffing 
implications which contribute to the feeling that we are short of both money and 
manpower; indeed we are, but we always will be and it is as well to bear in mind 
some of the problems of 1948 and something of the achievements of the last 
twenty years. Perhaps it is worth making the comment, almost as an aside, 
that shortages of doctors and other highly skilled people is an international or 
worldwide problem. Richer countries will always buy skill and ability from less 
rich countries, and the poorer countries will always be compelled to have some 
of their own potential going abroad to acquire training as well as having to buy 
or borrow skilled men in return. But for another reason we always will be short 
because there is, as far as one can see, no limit to the level of medical service 
which we can provide. In other words, the limitation is always likely to be set 
by the money and the manpower rather than the fact that we have reached the 
end of advances in medical knowledge and skills. That being so, we are faced 
with a fundamental and perhaps insoluble difficulty in the way of deciding upon 
our manpower policy in a conventional way. The Office of Health Economics 
posed the problem with clarity in their booklet entitled “Medical Manpower”, 
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published in July 1966. The paragraph on “The Future” opens with this 
sentence: “The present acknowledgement of a shortage of medical manpower 
begs the question of ‘a shortage in relationship to what?’ ” They go on to say, 
“the real problem lies not in absolute numbers but in defining anew the role of 
the doctor and deciding on the quality of medical care which Britain should 
afford to provide for itself.” 

Where, for instance, will we stand by the middle of the seventies with some of 
the most recent and dramatic developments? What is success for some of these 
wonderful achievements anyway? Is it prolongation of life by six hours, six days, 
six weeks, six months, or what? What justifies making these things widely 
available in the National Health Service? These are frightening questions in- 
volving ethical aspects as well as economic ones — and there are certain to be 
further advances even before the young people entering the medical schools this 
year have qualified. There are other unknown factors, too: what will be the 
ultimate effect on staffing of the recent legislation on drug addiction and 
abortion? 

Normally a manpower policy demands an initial forecast, by quantity and 
qualification, of the number required to achieve an agreed level of service at a 
certain date: that date cannot be earlier than the time it takes to provide the 
facilities for training the men and women entrants, plus the time it takes for the 
actual training of them. Nor, of course, can the forecast stop at that point unless 
it is decided that, beyond that moment of time, there is going to be no further 
expansion or change; that is a most unlikely situation. 

This initial forecast is seldom a simple thing to do. Anyone who has had to 
face it in even the most predictable of operations is well aware that he has to 
rely on “intelligent guessing” for some of the factors. In the National Health 
Service, there are more of these factors than in any other situation which I, 
personally, have experienced in quite a long industrial career. 

We are fortunate enough to have had, within the last few months, the report 
of the Royal Commission on Medical Education, and their Chapter 6 headed 
“The Number of Medical School Places Required” is of tremendous interest to 
us from a number of points of view. 

I cannot refrain from telling you that the introduction to this chapter made me 
smile to myself. Part of it reads: “Manpower needs and their implications for 
the output of doctors from British medical schools are not specifically men- 
tioned in our terms of reference; we were, nevertheless, enjoined to consider 
among other things what changes may be needed in the number of medical 
schools in Great Britain. Moreover, the scale of the provision required is 
fundamental to a consideration of the form and pattern of medical education.” 
I smiled to myself because I concluded, rightly or wrongly, that they had 
reached the point in their deliberations where they could no longer avoid this 
frightening question as to what provision they should make for the new things to 
come. I would have given a great deal to have heard their discussions at this point. 

The conclusion to which the Royal Commission came was, presumably, that 
the question is unanswerable; they admitted that their final conclusions included 
no adequate allowance for the rising standard of medical service which is 
invariably demanded as living standards generally are improved, nor for any 
decrease in working hours to meet the needs of study and relaxation. If I may 
select one figure from their table, 1 1 will take the 78,100 “economically active" 



1 Reproduced at the end of this paper. 
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doctors which is given as being the requirement for 1975. They took the com- 
parable figure for 1965 as 62,700, so they are proposing an average increase of 
2-5% over t ^ ie ten y ears from 1965 t0 l® 75 - Currently this figure is about 1J%. 

I beheve that the Royal Commission were right to omit the question of the 
standard of the future medical service. The increase which they suggested is in 
itself such a tremendous task that we shall do more than well if we achieve it; 
that being so, there seems to be nothing to be gained by adding more for a mere 
guess. They carried this argument through to 1984, by which time this total 
figure for “economically active” doctors is 96,400, and that calls for a final 
annual entry to the medical schools in that year of 5,000 against the current 
2,600. They say that this increase “is both necessary, if a satisfactory number of 
doctors is to be provided in this period, and practical in terms of the number of 
able students who will be available.” 

I would like to return to this quotation from the Royal Commission’s Report 
but I will leave it for the moment, merely repeating the co mm ent that we are 
fortunate to have had the benefit of their work to help us; they have at least 
given us a target. So far as the nurses are concerned, we have got no such 
assistance. In recent months there has been a report from the National Board 
for Prices and Incomes on the pay of nurses and midwives in the National Health 
Service: it was not part of the Board’s task to do for the nurses what the Royal 
Commission did for the doctors, and so we have not got the advantage of their 
deliberations on a final target for the future. As far as I know, no one has ever 
attempted this task, although the profession must have been subjected to more 
enquiries and studies than any two others put together. On the other hand, the 
Board has given us some valuable advice about the deployment of nurses. Mr. 
Aubrey Jones will, I hope, forgive me if I confess to a feeling that his paragraph 
156 is in danger of being rather more comforting than he and his colleagues 
intended. Judging from common gossip, the sentence “we did not find evidence 
of a general shortage affecting every grade and every type of hospital” may well 
have surprised people more knowledgeable than myself, but it must be read in 
close conjunction with the supporting paragraphs. 

We are in a similar predicament so far as the ancillary services are con- 
cerned; we have no forecasts. It would make a nice tidy picture if we could 
attach to our target of 78,100 doctors a related set of figures for the nurses, the 
ancillary services and the administrative staff, but that is not possible at thi 
moment of time and I feel we are not ready to attempt it even if we felt that sue 
a set of figures would help us. There are a number of matters relating to manag 
ment and its use of manpower which call for attention before we can think i 
such things as an ideal or firm establishment. Much work has already been dom. 
in various fields and the day may come when we find we really can attempt to 
do this. I think the only assumption we can make at the moment is that the 
development of the National Health Service must involve an all-round increase 
in the demands for manpower if we are to support the increased intake of 
doctors: let us make that assumption without attempting to give ourselves 
specific targets. The truth is that we have got no alternative, and if we are con- 
vinced the Service is going to continue to expand, which surely it must, we need 
have no fear of recruiting more people than those for whom a satisfactory career 
can be offered. This mistake, I am told, was made once before. I doubt if there 
has ever been trouble of that kind in an organisation with expansion of the kind 
we envisage. Once more, it is the resources, human and material, which will 
determine the size of the recruiting programme. 
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said, started by making , eve j 0 f service by a certain date. We have 

numbers reqtur ed to ac eve ^ conce med but as yet for no one else, 

at least part of this sot these fiaures the estimated strength at the same 
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redouble our foelast ten'years'or so have been on no mean scale. They 

fact that these efforts suggested, and I quote the sentence again, 

tell us that the targe t wtod. ^tf who will be available”. The statement 

^ "ch show that when the intake of the 

total numbers qualifying to enter the universities will fall to 51 / 0 wtucn is 
wtere hTtands today fit rises to about 4-5% during the seventies). 

W The 'argument relies, therefore, on the figures from Lord Robbins Com- 
The atg 1 ™ Faction in which it is envisaged that the intake of the 
mittee on i Higji 1980-1984 will reach 453,000 which is only 13,000 below 
universities in the years . , PrtKhinc C'nmmittee was. 

doubling the total for the current five-year period. The Robbins Committee was, 

obvioushy a distinguished and learned body which, having examined the ques- 
tionthoro'ughly wSt on record as being convinced that even such an enormous 
expansion offfigher education would not fail as a result of shortage of students 
with sufficient intelligence. I am not courageous enough to say more than that I 

"“I amatpmhensive for other reasons, too. Our increases of manpower must 
come from the young people as they finish their secondary education and their 
numbers are currently faffing. In the ten years from 1965 the expected dectoe 
of 18-year-olds is over 15%, thereafter the figures should rise again but will not 

nass the 1965 level until after 1980. . , 

P Then there are two aspects of competition for manpower to be borne in mini 

Mav I draw your attention to them? , Q/ e 

First, I said earlier that the Health and Welfare Services took 4-6 /„ ofthe 
Gross National Product in 1966. In the same year Education took 5-7 /- Hous- 
ing 2-8%, Roads 1-4%, and Defence 6-8%. I suppose all of us share a hope tha 
it will be possible to reduce the figure for Defence, but we must recognise that 
the Ministers responsible for each and every one of those spending departments 
will be competing strongly and convincingly for an increase m his share 

Second in 1964, 25% ofthe working population was employed in the public 
sector and more significantly, this included 60% of the men and women Who 
had enjoyed a full higher education. Since that year, both those figures have 
increased. I will not pretend that the two terms “public sector and the spend- 
ing section” of our society define exactly the same groups, but it « not to- 
reasonable so to regard them in making my point: the “private sector might, 
in these circumstances, be termed the “wealth creators”. I am not in the teasi 
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interested in the question of public and private ownership, but I am concerned 
by the fact that the proportion of higher educated people going to the “wealth 
creators” might be getting dangerously low. If that is so, the competition from 
that group for able recruits will be stronger than ever before. Do not let us 
forget that the maintenance and, indeed, an increase in their efficiency is vital 

to us all. , . „ 

I have admitted to some feelings of apprehension but, let me hasten to add, 
only because so many difficulties are in the way of achieving our recruiting goals 
that I feel we shall have to be fortunate as well as skilful to reach them. On the 
other hand, I am convinced that there is much that we can, and must, do to 
prepare for that possibility. If I am wrong in my pessimism, and I hope I am, 
then we shall be that much better off. The thing which we must do is improve 
our management. 

I hope that none of the people concerned in the management of the National 
Health Service will take offence at this contention. In my relatively short 
experience of the Service, I have learned to admire their work more and more, 
so I will add that I am convinced that the same comment could be made of any 
operation in industry or anywhere else, because the task of improvement in 
making full economic use of all resources— men, women, and equipment— is a 
never-ending one. At the same time, it must be admitted that the National 
Health Service was not one of those which took the lead in training its manage- 
ment and it has much leeway to make up. The advent of the National Staff 
Committee has, in my view, made a splendid start in this regard. But I must be 

more specific. . 

So far as the doctors are concerned, I need do no more than draw attennon 
to the Chief Medical Officer’s admirable letter of 15th February 1968, headed 
“New developments and the redeployment of resources”. This letter is so much 
to the point that I was tempted to give it in full, but I will content myself with 
two short extracts. It reads “We can only get the best collective result if all are 
prepared to look coolly and critically at many traditional practices in which 
modification may be possible” and “I am therefore writing to ask your help in a 
drive to free staff or resources which are not at present being used to the best 
advantage for redeployment elsewhere”. 

It is the thought behind this letter which 1 hope to leave uppermost in your 
mind. So far as the nurses are concerned, both the Salmon Report and Report 
No. 60 of the National Board for Prices and Incomes are pointing in the same 
direction — redeployment of skilled people so that we do not waste the priceless 
resources of their knowledge and training. The people concerned with nursing 
research at the Ministry have done a great deal of work in this field-work on 
the use of ward clerks, ward housekeepers and auxiliaries, and also in the field 
of centralising supplies. As new medical techniques are developed so the skill of 
specialised nursing grows in value, the full economic use of that skill is vital 
and is a management task. 

Then there is the whole area of buildings and equipment. Projects for new 
buildings or alterations to existing buildings must always have the aspect of 
economy of labour carefully examined and one hopes that whenever they show 
a saving in this direction they will go higher in the list of priorities; the same 
goes for equipment. . 

In any or all of these areas there may well be scope for the trained advice ot 
the Work Study Officer. Work Study Officers are no longer new in the National 
Health Service and from my limited experience they seem to be highly capable 
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people; but 1 cannot help wondering if they are given the standing which they 
need and justify. Industry has learned by bitter experience that the job, which 
calls for infinite tact as well as professional skill, must have wholehearted back- 
ing from the top; this is essential. Once this is dearly understood by everyone 
concerned, it is possible to get the intelligent and active support of all those who 
are involved in the department or operation which is being studied; this is the 
next essential, and it does mean everyone, not only the heads of departments. 
Frequently, it includes people outside the department, for instance, if and when 
trade unions are involved they should be brought in as partners at an early 
stage. In other words, communications are vital; when people understand what 
is being done and have the opportunity to contribute towards final derisions, 
progress really can be achieved. 

I have a strong suspicion that there is a host of activities where time and 
labour can be saved in hospitals. How is it, for example, that Hospital A is 
discharging its in-patients two days earlier than Hospital B, or Hospital C has 
a bed occupancy which is 3% higher than Hospital D? How is it that, in a group 
of a dozen hospitals of roughly the same size and kind, the cost of, say, medical 
records differs so widely? It cannot be, surely, that it is merely a different way of 
keeping the books. If it is, then the book-keeping needs investigation some- 
where. There are many more examples of this kind which could be quoted, as 
you all know. 

The basis for improvement in management is a sound personal policy. 
Entrants into the Service, be they doctors, nurses, technicians, administrators 
or what you will, must be attracted by the knowledge that they are going to be 
properly trained, that their pay and conditions of service are going to be fair, and 
that there will be opportunities for progressing as far as their ability and 
enthusiasm will permit. We must ask ourselves whether we can be regarded as a 
good employer. This is no place to go into these matters in detail, but there are 
one or two observations which I cannot resist. 

The material rewards for those who enter any form of government service 
will always be less than for those who choose the greater risks elsewhere; but, 
thank heaven, material rewards alone do not provide the full satisfaction of a 
career, so I do not anticipate any serious threat on that score so long as we can 
be sure that levels of remuneration are kept up to a reasonably comparable rate. 
The danger is obvious; all people paid by the Treasury, who are the custodians 
of the public purse, are obliged to adhere to any restraints which may be the 
policy of the day more strictly than anyone else: I am thinking particularly of 
clerical and works staff— and porters and cooks, and the like, and the younger 
age groups. As many of us in London know only too well — I have not much 
knowledge at the moment outside London — we in London, are in serious 
difficulties and I dread to think of the money we are wasting on advertising to 
try and fill and only partially fill, the vacancies which exist. We must look at 
such things as pension arrangements. Are they reasonably competitive? Is it 
right, for instance, for a Matron’s pension to be based on her salary where, 
rightly or wrongly, a substantial part of her remuneration is virtually in kind? I 
have also the feeling that we have allowed the Whitley machinery to become 
overcomplicated. I strongly believe in the principle of the Whitley Councils, but 
I would dearly love to see if we can simplify their method of work. I was told 
last night by a prominent member of the Whitley Council machinery that they 
have to deal with 54 different negotiating bodies. I was able in reply to put up 
a rather weak 26 at one factory with which I have been concerned up till last 
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March but we were able to do the basic negotiating with all 26 in one place 
and at the same time. I wonder if we can find any improvement down that sort 
of road? I believe that in our anxiety to do justice we make things pretty difficult 
for ourselves and perhaps more difficult than they need be. At the present 
moment, for example, in a Teaching Hospital, we can even have our throats 
cut bv our cousins in the Medical schools where they are often able to offer 
better terms for similar jobs. I have said “cousins” and not “brothers because 

we have not got the same father. . . . 

I am disappointed to see the Prices and Incomes Board proposing to extend 
the overtime payment for nurses. Progressive industrial organisations are 
searching for agreements which cover extra hours worked without the extra 
and costly clerical labour involved in the recording and calculating, such agree- 

ments are being made. . 

Looking at another aspect of conditions of service, we must be prepared to 
spread some of our money on reasonable accommodation for doctors and other 
skilled people— and the same can be said in relation to part-time workers. 
Unless we give proper attention to this sort of thing, and others which I have 
mentioned, we cannot expect to get our share of the potential ability in pro- 
fessional skill and management. We will not be regarded as good enough 

^Finally a word about joint consultation. Much nonsense used to be written 
and said on this subject and, we must admit it, neither the medical nor arsing 
professions have been leaders in adopting it. Perhaps this is a point at which I 
might usefully comment on some suggestions which, not for the first time, I have 
seen in the press recently. The main theme of these suggestions is that the 
Hospital Service is on the verge of moving towards the introduction of gene 
manag ers with authority over medical and nursing directors. This very idea 
was put to me by a member of my Board of Governors on seeing the hospital 
organisation for the first time and comparing it with the industrial organisation 
of his experience. I pointed out in reply to him that there was one big difference 
which was that the top of the industrial ladder was open to competition from 
all sides of the organisation and the chairman or managing director or what- 
ever he is could have reached that position from the production side, or the 
marketing, or the accounting, or what you will. It was clearly the senior position 
in the organisation, probably the highest paid, and open to “y°“ e ' 
requisite experience, ability, and skill. This is not so in the Hospital Service, 
because the senior administrative job is not clearly the senior position in the 
hospital. But even if it could be made so attractive as to be the final goal oi say, 
a leadin g consultant (who would then cease to function as a medical man), the 
occupant would still be in no position to dictate to the medical, nursing and 
other disciplines which are to be found in a hospital and whose decisions mus 
depend to so large an extent on questions of clinical or other professional 

not see the managing director in the National Health Service for many 
years— if at all, but even supposing the top administrative job were clearly the 
senior and most attractive position in the line of hospital management, need the 
medical or other professions really be quite so concerned? No managing 
director worth his salt attempts to tell his experts how to do their jobs-he leads 
the team which decides on what ought to be done and leaves the experts to do it 
to manage his own affairs and manage his own department The miportant 
words here are that he “leads the team”. In other words, he consults with those 
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